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PUBLISHER'S NOTE 
JANUARY '90 


Dear Doctor, 


Kindly accept my hearty greetings 
for a happy and prosperous New 
Year. 


“Тһе Antiseptic' ' has stepped into. 
its 87th year of existence. No doubt, 
it has grown from strength to 
strength all these years and occupies 
an enviable position amongst its 
contemporaries. For this; 
achievement. I owe a debt of gratitute 
to your co-operation without which 
the magazine cannot be as it is today. 


In the new year, I have envisaged a 
few plans and if they materialise, I 
would be able to provide more 
valuable information to my readers. 


With warm regards, 


Yours Cordially, 


Ka has 4 


(R.LAKSHMIPATHY ) 
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Increases clearance of 
acetaldehyde, 


the main mediator 
of hepatic damage 


Mean Blood Acetaldehyde Levels Following 
Ingestion of 120 ml Whisky on Day 0 & Day 15 
after Liv.52 Treatment in Chronic Alcohol 
Users (n= 9) (Mean +SE) 
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Thoracic outlet syndrome - Cervical rib 


syndrome (T.O.S.) 


Natarajan M., Muthukumar N. 


Adson and Coffe described in 1927 a series 
of patients with pain, muscular atrophy and 
disorder of sensations, circulatory abnorma- 
lity associated with cervical rib. Since then 
interest in the area arose and many opera- 
tions were advocated for cervical rib, promi- 
nent transverse process, scalenus anticus syn- 
drome to relieve pain. At that time cervical 
spondylosis, ulnar compression at the elbow, 
carpal tunnel syndrome were not recognised. 
So many operations were done, misdiagnosed 
as cervical rib syndrome and they failed to 
relieve the symptoms. 


Anatomy of Thoracic Outlet 


It is anatomically the superior apperture 
of the thoracic inlet. Earlier authors have 
termed the superior apperture of the thorax 
as thoracic outlet syndrome of neurovascular 
compression at that level. Many diagnostic 
tests and neuroelectric tests were described 
to diagnose compression at thoracic outlet. 
But none of them was reliable and the sur- 
geons overdiagnosed the syndrome for any 
patient complaining of pain and paresthesia 
in the upper extremity and so many opera- 
tions performed for this condition depended 
on the surgeon's viewpoint. 


Surgical Anatomy 


The thoracic outlet is bordered posteriorly 
by the vertebral column, laterally by the 





Dr. Natarajan M.,M.S. (Gen), M.S. (Neuro), FICS, FACS, FAMS, 
Retired Professor of Neurosurgery, 
Madurai Medical College, 


Dr. Muthukumar N.,M.Ch., (Neuro) 
‘Neurosurgeon, 
Madurai. . 


‘Specially contributed to “The Antiseptic” 
Vol. 87 (1); P (1-5) 


first rib and anteriorly claviculo-manubrial 
complex. The subclavian artery and the lower 
trunk of the brachial plexus pass through 
several spaces from the neck to the axilla. 


“Тһе cervico axillary canal may be compro- 


mised at interscalene triangle, costoclavicular 
space and the subcoracoid spce. Compres- 
sion at these spaces can occur due to osseous, 
fibromuscular and physical anomalies of this 
region accentuated by physiological and 
anthropological factors. 







SCALENUS 
AN TERIOR 


SUBCLAVIAN 
ARTERY 


THE INTERSCALENE 
TRIANGLE 


Fig 1 
Shows the Anatomy of Interscalene Triangle. 


Interscalene Triangle 


This is a triangular space bounded anteri- 
orly by scalenus anticus muscle, posteriorly 
by the scalenus medius muscle inferiorly by 
the medial border of the first rib between to 
scalene insertions, (See Fig-1.). Through 
this triangle the trunks of the brachia! plexus 
travel but the lower trunk and subclavian 
artery are related to the first rib. The lower 
trunk and artery are enclosed within a tight 
fibrofascial tunnel. 
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SCALENUS 
ME MUS 


THE COSTOCLAVICULAR TRIANGL E 


Fig 2 


Shows the Anatomy of costoclavicular 
Triangle. 


Clavicular Triangle. 


After leaving the interscalene hiatus 
neurovascular bundle enters a space bounded 
by the clavicle anteriorly and posteriorly 
medial end of the first rib and posteriolaterally 
by upper border of the scapula (See Fig 2.) 


Subcoracoid space 


After leaving the costoclavicular space, 
the neurovascular bundle passess beneath 
coracoid process and pectoralis minor tendon. 
There is a strong ligament called costocora- 
coid ligament which hugs the subclavian vein 
in front and brachial plexus laterally. During 
shoulder abduction this ligament and the 
pectoralis minor tendon compress the neuro- 
vascular structures. 


Pathophysiology - Developmental Changes 


When the man assumes the upright posi- 
tion the arms are pulled downward, the neck 
elongates with the cervical nerve roots. The 
chest is compressed from front to back with 
shoulder tips spread out laterally. This leads 
to neurovascular bundle travelling a longer 
distance before reaching the axilla. The costo- 


clavicular space depends on the position of 


the acromoclavicular joint which descends 
in man due to growth. The descent is more 
marked in women and so TOS (Thoracic Outlet 
Symdrome) is common in women. 


Anthropomorphic factors 


In patients with poor physical develop- 
ment, the shoulder sags causing tension on 
the neurovascular structures. This increases 
with age, fatigue, poor posture. 


Postural and Dynamic Factors. 


Certain body postures and arm position 
involve use of arms in hyperabduction like 
painting, automobile repair or sleeping with 
the arm in the abducted externally rotated 
positions which will cause symptoms. Here, 
hyperabduction causes bowing of the axillary 
artery and cords in the subcoracoid space. 
While carrying a heavy bag with shoulder 
strap or carrying a heavy weight in the depen- 
dent arm will bring the clavicle downwards, 
thus compressing the neurovascular bundles 
causing symptoms. Soldiers standing in mili- 
tary positions with the shoulders turned back- 
ward with chest forward for longer periods 
will develop lower brachial plexus palsy. 


Traumatic Factors 


Repeated recurrent dislocation of the 
shoulders will cause dysfunction of the pos- 
terior and medial cords of brachial plexus. 


Structural Anomalies 
Cervical Rib. 


Cervical rib, may encroach on the inter- 
scalene triangle causing symptoms. The 
incidence of cervical rib is .002 to .5 percent. 
But only 10 percent of the cervical rib cause 
symptoms. Familial occurence of cervical 
rib has been described. It is more common 
on the left side. Bilateral cervical rib is pre- 
sent in 50 percent of the cases. The less promi- 
nent cervical rib causes symptoms. The cer- 
vical rib is fully formed if the brachial plexus 
is prefixed. Р 
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Anomalous First Rib 


Anomalies of the first rib occur when the 
brachial plexus is post fixed. Here, part of T-2 
nerve root and all of T-1 nerve root have to 
ascend steeply and angulate over the first 
rib. This causes symptoms in both the cervical 
and anomalous first rib. The neurovascular 
bundle has to ascend and angulate over the 
rib or the ligament. Chronic trauma with the 
shoulder sagging unusually with shoulder 
girdle pulled by the dependent arm will cause 
symptoms. 


Anomalous Fibrous Bands 


These are more common with cervical 
rib causing neurovascular symptoms, at the 
thoracic outlet. Pain may arise from the cervical 
rib or anomalous first thoracic rib or promi- 
nent C; transverse process and may com- 
press the neurovascular bundles causing 
symptoms. Pain when associated with the 
scalene muscles hypertrophy and Sibson's 
fascia, may all cause symptoms. 


Anomalous Muscle Insertions & Hypertrophy 
of Scalene 


Anomalous muscle insertions and hyper- 
trophy of scalene and fused scalenus anticus 
and medius insertions, scalene minimus 
hypertrophy and subclavius hypertrophy may 
all cause neurovascular compression. 


Malunited Clavicular Fracture 


Malunited clavicular fracture may cause 
compression of the neurovascular bundle. 
Unreduced retro-sternal dislocation of the 
clavicle may cause chronic injury to the brachial 
plexus. 


Clinical Features 


Neurovascular compression can happen 
anywhere, within the cervicoaxillary canal. 
Scalenus anticus syndrome includes cases in 
which neurovascular compression occurs in 
the interscalene triangle when Adson's test 
is positive. The costoclavicular syndrome 
described by Falconer cause symptoms when 
the costoclavicular space is feduced in military 


position causing compression of the neuro- 
vascular structure. Hyperabduction described 
by Wright causes symptoms with arm in hyper- 
abduction when neurovascular bundle is com- 
pressed under subcoracoid space. 


Droopy shoulder syndrome occurs in 
women with long neck with low set shoulders 
causing pain and paresthesia in the arm when 
carrying a heavy hand bag and relief is ob- 
tained with passive shoulder elevation. These 
syndromes were described to select the correct 
therapy for the particular patient. For droopy 
shoulder syndrome, exercise of shoulder 
muscle is advocated. In hyperabduction syn- 
drome, hyperabduction of the arm is avoided. 
For sclaenus anticus syndrome scalenus section 
of the scalenus anterior muscle is done to 
widen interscalene space. For costoclavicular 
compression first rib resection is done. All 
these anomalies occur together or separately. 
It is better to describe all patients with T.O.S. 
with a common set of symptoms and signs of 
neurological or vascular nature. 


Clinical features 
The Neurological signs and symptoms 


The sensory disturbances are due to in- 
volvement of Cg & T;nerver roots. The sensory 
disturbances occur earlier than motor signs. 
Sensory disturbances are always subjective in 
nature with pain and paresthesia. The pain 
is constant and may not be in dermatomal 
pattern. Paresthesia is felt in segmenta! pattern 
and is felt in inner aspects of arm and forearm, 
in the ulnar half of the hand and in the ulnar 
2 digits. Atypical symptoms like pain in the 
anterior chest and the parascapular region 
may occur. The symptoms are precipitated by 
trauma and heavy work occuring towards the 
end of the day. Paresthesia and pain are aggra- 
vated by carrying heavy objects in the hand 
or by wearing shoulder strap. The elevation of 
the shoulder relieves pain and so the patient 
elevates the shoulder by resting the affected 
elbow on the table or on the arm of a chair. 
On examination blunting to pin-prick, light 
touch in the CgT,dermatome is present, 
tenderness may be present over the scalenus 
anticus and in superclavicular fossa. 


О 


Vol. 87 №. 1 


ТНЕ АМТІЅЕРТІС 3 


Бы аа АЕ 


Motor Disturbances 


The hand feels weak and fine movements 
are stiff and clumsy. Paresis of the flexors of 
the hand and digits is present. There is con- 

'Spicous muscle wasting in the hand. Thenar 
atrophy with preservation of the interossei 
and the hypothenar muscle is present. Wast- 
ing involves abductor pollicis brevis and 
opponens pollicis. The typical pattern of 
lateral thenar (median) wasting and ulnar 
sensory changes clinically distinguishes TOS 
from carpal tunnel syndrome and the ulnar 
nerve compression at the elbow. 


Vascular and trophic changes 


Blanching and the coldness of the fingers 
during exposure to cold occurs. These can 
occur at rest in contrast to pain and tingling 
related to exercise and posture. Trophic and 
vasomotor disturbances affect more often 
the radial side notably, thumb and index 
finger. Subclavian artery compression is 
posture related producing cold stiff hand, 
ischemic pain involving the hand, wrist and 
forearm. Ischemic paresthesia involves the 
whole hand. Sustained elevation of the arm 
produce pain in the forearm and wrist and 
relieved by rest or elbow elevation (claudi- 
cation). Sometimes intermitttent positional 
symptoms become severe and continuous 
during winter months and improve with warm 
weather. Repeated injury to vessel produces 
mural thombus with repeated emboli causing 
acrocyanosis, pain and may lead to ulceration 
and gangrene of the digit. Repeated injury may 
cause complete occlusion of the vessel. A 
fusiform aneurysm may occur causing com- 
pression of the medial and posterior cords. 
Subclavian vein thrombosis occurs at (һе site 
where the vein passes between the costocora- 
coid ligament and first rib. 


Diagnosis 


When pain radiating down the medial 
aspect of the arm associated with paresthesia 
and numbness in the ulnar digits and forearms 
occur in an asthenic postpubertal woman with 
long neck TOS is suspected. When thenar 
wasting and abductor pollicis brevis weakness 


is also associated with ulnar sensory loss, 
neurogenic TOS is a strong possibility. There 
is no test which is pathognomonic of TOS. 
The diagnosis is made by exclusion. Other 
common conditions producing arm pain pares- 
thesia is excluded. The real important diffe- 
rential diagnosis is Cg & Т, radiculopathy due 
to cervical spondylosis. The following stress 
tests, electro diagnostic studies and radio- 
graphs are useful in diagnosis. 


Neuro electric test 
Nerve Conduction Studies - (NCS) 


The findings of NCS in neurogenic TOS 
show low amplitude median motor response, 
low amplitude ulnar sensory action potentials, 
normal ulnar motor responses, normal median 
sensory NCS. 


Electromyography (EMG) ' 


In true neurogenic TOS, EMG abnorma- 
lities are most severe in the intrinsic hand 
muscles innervated by the ulnar and median 
nerves. 
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THE CAUSES OF THORACIC 
OUTLET SYNDROME 
Fig 3 
Shows the canses of thoracic outletesyndrome 
Stress Tests 


‘These are manouevres that deliberately 
increase the compression on the neurovascular 
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bundle at the thoracic outlet. Adson's test is 
positive in 50 percent of the normal popu- 
lation. So positive Adson's test does not indi- 
cate neurovascular compression at thoracic 
outlet. It is also possible the lower cord of the 
brachial plexus may be compressed without 
vascular compression. 


It is done when the sitting patient takes 
a long breath with chin elevated and turned to 
the affected side, the sustained contraction 
of scalene muscle would compress the nerve 
and artery. Elevation of the first rib also occurs 
causing costoclavicular compression. In addi- 
tion, absence of pulse.in the stress test occurs 
in many normal people. Neurogenic TOS may 
have a negative Adson test. So the test has 
got a very limited role in diagnosis. 


A.E.R. Test (Ninety degree abduction external 
rotation) 


Here arm is abducted to right angle and - 


. externally rotated with the forearm flexed at 
90 degree with the head turned to the opposite 
side. In this position interscalene and costo- 
clavicular space are narrowed. Any pulse 
changes and symptoms are noted. There may 
be pain and paresthesia in the ulnar distri- 
bution and tingling spreading to the whole 
hand. The early component is neurogenic 
whereas the late component is due to is- 
chaemia. If the symptoms are relieved by 
dropping the arm, diagnosisis confirmed. It 
is a very reliable test for assessing a narrow 
thoracic outlet. 


Exaggerated Military Manoeuvre 


Patient is asked to brace the shoulder 
downward and backward with the chest thrust 
forward and the chin slightly elevated. This 
results in narrowing of costoclavicular space. 
The pulse gets reduced. 


Hyperabduction Test 


When the arms are brought together 
above the head, symptoms are produced due 
to neurovascular compression in the sub- 
coracoid spface. 


X-rays 


Plain X-ray thorax may reveal anomalies 
of cervical rib and elongated transverse pro- 
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cess. If the transverse process ends in a sharp 
point curving downward a fibrous band is 
probably present. Malunion of clavicular 
fracture, balbus callus, osteogenic neoplasm 
and unreduced claviculosterno dislocation, 
tumours at the pulmonary apex are also seen. 
Cervical spine X-ray may reveal evidence of 
spondylotic, radiculopathy intramedullary 
neoplasm and syringomyelia. Subclavian 
artery angiogram and venography are useful 
in diagnosis of vessel occlusion. 


Management 
Conservative treatment 


The initial management in all cases is 
conservative. Early operation is indicated with 
threatened ischemia due to vascular occlusion 
or rapidly advancing denervation. Patient 
is instructed to avoid activities and postures 
that narrow the cervico-axillary canal at thora- 
cic outlet such as wearing shoulder straps, 
carrying heavy hand bags and hyperabduction 
of the arm. Exercises to strengthen the muscle 
of the shoulder girdle are given. 50 to 90 
percent of the patients with TOS can be suc- 
cessfully treated by this treatment. 


Surgical Treatment 


If the pain and paresthesia persist or signs 
of progressive neurological deficit occur or 
acute ischaemia of the limb occurs surgical 
decompression of the thoracic outlet is indi- 
cated. Congenital anamolies like cervical 
rib are excised, followed by section of scalenus 
anticous muscle. When Falconer suggested 
costoclavicular compression, claviculectomy 
was done. Because of the serious cosmetic 
defect it was given up. This was followed by 
first rib resection as the treatment of choice 
in TOS. Falconer introduced anterior supra- | 
clavicular approach for the first rib resection, 
since it is a major operation causing mechani- 
cal winging of the scapula with the injury to 
the long thoracic nerve, it was given up. Trans- 
axillary approach was also advocated but here 
the congenital fibromuscular band can ‘not be 
dealt with. The anterior supraclavicular 
approach is favoured since it opens up neuro- 
vascular tunnel allowing us to deal a with 
occult anomalies at the thoracic outlet. 
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Whither general surgery 


Dr. H. Divakar Shenoy. 


Abstract: 


With the branching out of various specialities from surgery, a general 
surgeon's role appears to have become limited today. It looks as though 


he is fast becoming a residual surgeon. The causes leading to this 


problematic situation are analysed below and solutions are arrived at. 
The desired resultant, after obtaining a degree in general surgery is 
suggested taking into consideration the population of our country. The 
quantum of knowledge in each speciality that a general surgeon should 


possess is enumerated. 


Keywords: 


General surgeon, residual surgeon, super- 
_ specialities, medical syllabus. 


Introduction: 


A general surgeon of yester years used to 
manage head and chest injuries; extract teeth, 
cataract and tonsil; perform variety of thoracic 
and vascular operations and gastric and 
kidney resections, remove stones from gall- 
bladder and kidney; deliver children by caesa- 
Tian section and repair prolapsed uterus etc. 
But today, with the advancement in the under- 
standing of various disease management, 
specialisation in various fields has become 
necessary. But this has reduced the general 
surgeon to a mere residual surgeon. His train- 
ing programme is not specified, and his com- 
petency is questioned. 


General surgeon or residual surgeon?. 


The advancement in medical science has 
made specialisation necessary. Specialists have 
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come into every field including lymphology, 
endocrinology and gastroenterology. With 
this general surgeon will probably manage 
only benign tumors of the skin and herniae 
and his M.S. might stand for Minor Surgery. 
He is looked upon as not really important. 
Is it really true? Why this is happening today?. 
Is this change good for our country?. What 
will be the future of general surgery? 


Need for General Surgeon: 


The need for a general surgeon may be 
limited as far as the cities and major institutions 
are concerned, because of the availability of 
all specialists. But what about the rural areas 
and minor institutions?. We are all aware that 
80% of our population live in rural areas where 
20% of doctors are practising. Neither can 
all the specialists be made available in every 
part of our country, nor all the patients afford 
to go to places where specialists are available. 


So if this problem has to be tackled we have 


to depend on general surgeons, who have 
a decent working knowledge of all the specia- 
lities. A general surgeon should be capable 
of recognising the problems in a given case, 
give first aid whenever necessary, decide 
whether he can, manage the situation by him- 
self or requires specialist’s care, perform 
operations independently and manage post 
‘ve operative exigencies in a set up which is far 
withdrawn from his/her training centre. A 
general surgeon thus cannot be allowed to 
become a residual surgeon, C? 
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General surgical training: 


There is a tendency to think that the train- 
ing programme is to teach the basic sciences 
and principles of surgery. The actual surgical 
skills are mastered after the degree is obtained, 
during further training. But they fail to rea- 
lise that when we are giving a master of surgery 
degree to a trainee and a Consultant surgeon 
status, he is free to go anywhere and practice 
the art of surgery. The consultant status is 
given, without giving him adequate training 
in surgical skills. Every new surgeon cannot 
join a teaching institution to strengthen his 
existing skill and to learn new techniques. 
Hence unless a new scheme is evolved, where 
2 years of further training in a major set up 
after the postgraduate qualification is ob- 
tained, and is made compulsory, it is impe- 
rative, that the general surgeon is trained 
enough before he is let loose in the society. 
What is happening today is that most of the 
freshly qualified persons are masters of theo- 
retical surgery and mediore in practical sur- 
gery. Heislike an expert automobile engineer, 
who knows everything about the vehicle 
without knowing how to drive. 


This practice is contrary to the one pre- 
valent in the United Kingdom. There, almost 
no one ever becomes a consultant surgeon 
soon after obtaining the fellowship of the 
Royal College of Surgeons. He or she then 
becomes eligible only for appointment as a 
Senior Registrar, in which capacity he serves 
for several years before becoming a consul- 
tant and this happens only when a consultant 
post falls vacant. This certainly is not the 
situation prevalent in our country. The vast 
majority of post graduates after qualifying 
for the degree of M.S. general surgery are 
posted as specialists (consultant) in rural and 
semiurban areas by State governments or 
appointed as consultant surgeons by private 
institutions. It is only a minority who are 
previleged to continue to work in a major 
hospital under more experienced supervision 
to develop their skills further. The majority 
however will serve most of the rural and semi 
urban population. It is therefore necessary to 
have strict guidelines regarding the quantum 
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of surgical skills one should posses before 
the degree is conferred on him. The duration 
of the course may be extended if necessary, 
to achieve this. 


Hence the following consideration may be 
given: 


1. What should be the resultant product we 
would like to have after the training pro- 
gramme? An operating surgeon, a teaching 
surgeon or a researcher? 


In a developing country like ours, where 
opportunities and actual requirements in 
various teaching, nonteaching and research 
institutions vary depending on a number of 
factors, one cannot really choose what he 
wants to do after his qualification. Hence 
the training programme is to see that, the 
product can be fitted into any group and later 
moulded. The training programme should be 
to produce a capable general surgeon with a 
zeal for teaching and institution for research. 


2. Quantum of surgical training and ope- 
rative skills are spelt out. 


Unless a specialist is made available in 
every part of the country or every patient can 
afford to consult a specialist wherever avai- 
lable, a surgeon with true general surgical 
knowledge is indespensable to our country. 


We recognise that in the short span of 
three years, it is not possible to make a comp- 
lete surgeon. But we should certainly have to 
aim at producing a competent and safe sur- 
geon. For this to be achieved, the training 
programme has to be defined more precisely, 
and greater emphasis will have to be put on 
the actual amount of practical work a candi- 
date for M.S. gets to do during his/her training 
period. Keeping the aforesaid in mind the 
following suggestions are offered for conside- 
ration. 


Quantum of training: 
1) Emergency laparotomies, viscus perfo- 
ration closure, resection anastamosis of 


bowel, gastrostomy and colostomy, splee- 
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nectomy, treatment of strangulated hernia 
and torsion of testis. 


2) Elective operation on pepticulcer, carci- 
noma stomach, carcinoma colon. 


3) Surgery for renal stones, enlarged pro- 
state, carcinoma penis, hydrocele, testi- 
cular tumors, urogenital tuberculosis, 
stricture urethra, male sterility and insight 
into renal hypertension. 


4) Management of congenital pyloric steno- 
sis, intussusception, undescended testes 
and congenital hernia, management 
principles of Hirschsprung's disease and 
imperforate anus. 


5) Care of wound, diagnosis of tissue loss, 
tissue borrowing and tissue deficit correc- 
tion, skin grafting, skin flaps and manage- 
ment of burns. 


6) Management of common closed fractures, 
shoulder and hip dislocation, osteoarti- 
cular tuberculosis and bone tumors, prin- 
ciples of tendon and nerve injury manage- 
ment. 


7) Treatment of head injuries, chest trauma 
and peripheral vasculardiseases. 


3) Tracheostomy, foreign body removal, 
drainage of parapharyngeal, retropheryn- 
geal and peritonsillar abscesses. 


* * * 


Epilogue 


Super specialities have come to stay. They 
will branch out further in order to provide a 
total and complete care of individual diseases. 
But for our country at least for several decades 
to come, a truely general surgeon with the 
knowledge of all parts of the body and a 
knowledge to treat common surgical and 
speciality diseases is very much needed. It 
is therefore mandatory that the nature of 
product after the M.S. general surgical course 
is defined, his training is spelt out and he is 
trained enough before letting him loose into 
the society as a consultant surgeon. 
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A case control study from the United States (New England Journal of Medicine 1989; 
320; 1361-7) looked at 235 cyclists admitted to hospital and concluded that those who 
wore helmets reduced their risk of a head injury by 85%. Helmets were especially 


important for children. 


* * * 


(BNU Vol. 298 June 89) 


* * * 


Racial Differeaces in Drug Response 


® 
Chinese men have greater sensitivity than white теп to the effects of propranolol 
on heart rate and blood pressure. Decreased protein binding may be responsible in 
part, but most of the effect remains to be explained. (N Engl J Med 1989:320:565-70) 


(The New England Journal of Medicine Vol. 320 No. 9 March 89) 
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Natarajan V.S., Shanthi Ravindran. 


 Haemetemesis in the elderly. 


Summary 


30 patients over the 60 years age group with acute gastro intestinal 
bleeding were studied over a 1 year period. All were admitted under 
the care of physicians and evaluated. The average age was 65 years with 
a male tofemale ratio 3 : 1. Haemetemesis alone was seen in 26 cases 
while haemetemesis with malaena was seen in 4 cases. None of the 30 
cases had any family history of bleedingdisorders. The causes were 
confirmed by endoscopy and the commonest cause was oesophageal 
varices (30%). No case of upper G.I. bleed was seen over 80 years. 
Malignancies of the upper G.I. tract were seen only between the ages 
65-70 years and constituted 10% of the total cases and all were 
males.Mortality was seen in 6.6% cases. 


Introduction: 


Upper gastro intéstinal haemetemesis con- 
tinues to be a challenge to modern medical 
and surgical therapy. Conservative non opera- 
tive management in the elderly was practised 
prior to progress in modern management. 
However with the development of fibreoptic 
endoscopy, improved blood banking and 
anaesthesia more precise management of the 
elderely patients is possible.The present study 
evaluates the incidence, aetiology, effective- 
ness of earlydiagnosis, therapy and mortality 
of haemetemesis in the elderly. 


Patients and methods: 


A total of 30 cases (19M, 11F) above the 
age of 60 were taken up for the study. The 
patients were divided into three categories ac- 
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cording to theirages (60-70, 70-80 and above 
80 years). The patients were analysed noting 
the age and sex. A detailed history about the 
symptomatology of haemetemesiswas taken. 


Past history of bleeding, alcoholism, peptic 
ulcer, liver disease and use ofdrugs was en- 
quired into. All the patients were submitted 
to basic investigations like haemogram, blood 
urea, sugar, liver function test, X.rayschest, 
E.C.G. and special techniques of endoscopy, 
barium meal and biopsieswherever indicated. 


Table. I. 
Age and Sex Distribution 
Total Male Female 

60-64 9 6 

65 - 69 6 3 

70-74 3 1 

75-79 1 1 

80 апа абохе. 19 1 
Average age 65 years. 
Results and Discussion 


The average аре was 65 years. 
Haemetemesis was most common in the 60 - 
70 years age group. No case of haemetemesis 
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was seen over the age of 80. There was a pre- 
dominance of the males in relation to the 
females 3:1. Booker et al' in their study also 
had similar results with a male: female 2 : 1. 


Symptomatic analysis: 


In the symptomatic analysis of the 30 cases, 
haemetemesis was seen as an acute problem 
in 26 out of the 30 cases with 4 cases showing 
additionalproblem of maleana. Haemetemesis 
with malaena was seen in one case of 
oesophago gastritis, 1 case with acute duodenal 
ulcer, 2 case of carcinomastomach 1 case with 
acute duodenitis. The rest of the 5 cases were 
brought for investigations with a recent history 
of haemetemesis within 3 weeks. 


Studying the amount and the number of 
bouts it was seen that the 6 cases had moderate 
(50-100 ml) bouts which were usually single. 
20 had minimal(20-30 ml) but frequent bouts. 
But all the 4 cases of malignancies primary or 
secondary had large (more than 500) amounts. 
АП the 4 cases were given blood transfusion 
of 2 - 4 bottles. One case of haemetemesis with 
active duodenal ulcer was admitted with mod- 
erate but frequent bouts. She was given 2 bot- 
tles of blood and with active medical measures, 
was progressing. Endoscopy was done and ac- 
tive duodenal ulcer (D.U) was diagnosed. But 
laterin the day she had one single heavy bout. 
She collapsed and could not berevived at all. 
Associated hypertension was an added feature 
to her active D.U. 


Going into the past history of 
haemetemesis it was seen that out of 30 cases 
9 cases had got etiology from the past history 
and 2 cases were known to suffer from 
documented peptic ulcer disease, 7 had cir- 
rohosis of liver. None of the 30 cases had any 
family history of bleeding disorder in our 
study. 


Case Examination: 


The 20 cases of haemetemesis with fre- 
quent but small bouts showed mild to moder- 
ate anaemia but all the six cases with single 
episode of haemetemesis did not show 
anaemia. The clinical anaemia was uncompli- 
cated and failure was not seen in any case. 
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Hypertension was seen in 2 cases and diabetes 
was seenin 2 cases but the complications of 
the same were not seen. 


The aetiology of the haemetemesis was 
diagnosed on clinical groundsand confirmed 
by liver function tests, barium meal, endos- 
copy and biopsies wherever indicated. 


Table H 
The causes of acute gastro intestinal haemeor- 
rhage. 
Haemorrhage. No. of Patients No.of Patients 
(ourstudy) (Westernstudy) 
Duodenal ulcer 13.3% 25.00 % 
Stomal ulcer 3.3% 2.17% 
Gastric ulcer 3.3% 25.00 % 
Gastric Erosion 13.3% 217 % 
Hiatus Hernia 3.3% 13.4 % 
Са. їотасһ 6.6% 8.69% 
Oesophageal ulcer -- 1.08 % 
Oesophageal varices 20.00 % 1.08% 
Oesophagitis 16.3% - 
Са. Oesophagus 3.3% - 
Normal 6.6% 3.26% 


As seen from the above table, oesophageal 
varices was the commonest problem constitut- 
ing for about 30% of cases. This is compared 
with theWestern studies done by Bansal and 
Gautam 2 where peptic ulcerwas the com- 
monest cause (25%). In another similar study 
done by Booker 7. А.? erosive gastritis was the 
commonest problem (32 95). 


The next common problem in our study 
was duodenal ulcer (13.3 %) Gastric erosion 
(13.3 %) Oesophagitis (16.3 %). This was also 
compared with Western studies (see chart 
above) Drug induced gastritis was not a major- 
problem in our study where they recorded only 
13.376 as against the Westernstudy of 3295. 


Patients with gastritis, duodenitis with 
negative endoscopy findingsrespfonded well to 
ranitidine. Poor response to therapy was ob- 
served in the5 cases of malignancy. 


Ca. stomach. 3 cases. 
Ca. Oesophagus. 1 case. 
JANUARY 90 





Ovarian anaemia 
units malignancy. 1 case. 

Mortality in haemetemesis was 6.6% (2 
cases) One due to active duodenal ulcer and 
one due to oesophageal variceal bleed. In the 
study by J.A. Booker,? the mortality was 7%. 
One was bleeding from a chronic duodenal 
ulcer and the other four fromo acute gastric 
erosions. 


Conclusion: 


In conclusion haematemesis was not an un- 
common problem in thegeriatric age gorup. 
The sex more commonly affected were the 
males with aratio of 3:1. Malaena in associa- 
tion with haemetemesis was seen 6 out of30 
cases. The commonest cause was oesophageal 
varices. In contrast to the medical belief that 
haemetemesis is not a common problem in 
malignancies,of the upper G.I. tract all our 4 
cases of Ca. stomach had а massive 
haemetemisis. No case of Upper G.I. bleed 






ж Time tested ж World's most extensi- 
vely evaluated drug in 135 countries with 


was seen over 8Ü years age group. Mortality 
was seen only in 6.6% cases. Even though we 
expect high mortality in the elderly due to 
upper G.I. bleed, due to intensive care and 
appropriate management the mortality is not 
high. This is almost consistent with the West- 
ern study where the mortality is around 7%. 
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Clinical trial on combined treatment with local 
clotrimazole and systemic tinidazole in 
trichomonas vaginitis 


Sarada Acharya, Soubha Devi D. 


Introduction 


Leucorrhoea is a very common symptom in Obstetrical and 
Gynaecological practice. About 7.8% of all patients on examination 
have significant leucorrhoea. The commonest cause for leucorrhoea is 
vaginal infection ofvaried etiological factors like Trichomonias is, 
Moniliasis, bacterial infections and mixed infections. Symptoms of 
Trichomonas infection are quite variable and include vaginal discharge, 
itching, dyspareunia, soreness and spotting. Leucorrhoea is characteris- 
tically profuse, extremely frothy, greenish, and in some cases foul smel- 
ling. In chronic infection, the quantity of the discharge may be decreased 
and the colour may be greyish yellow. Urinary symptoms may also occur. 


The aim of the present study is to evaluate the efficacy of combined- 
treatment with local clotrimazole and systemic Tinidazole in the man- 


agementof Trichomonas vaginitis. 


Materials and Methods. 


This study was conducted on cases attend- 
ing the O.P.D. of King George Hospital, Vis- 
akhapatnam from 1.12.84 to 30.5.85. Fifty 
O.P.D. cases were selected. 


Selection of Patients. 


Patients in whom diagnosis of Trichomonas 
vaginitis was estabilishedby the isolation of 
Trichomonas vaginalis from the vaginal dis- 
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charge were selected. Patients who had re- 
ceived topical and/or systemic therapy for- 
vaginitis in the past two weeks, those allergic 
to Clotrimazole or Tinidazole, pregnant and 
lactating women, those suffering from severe 
systemic disorders, were excluded. Detailed 
history and physical examination of all cases 
were done and recorded. 


Following details were recorded regarding 
Leucorrhoea 


Duration, Amount (Profuse/moderate/ 
slight), frothy, thick or thin, associated itching 
and associated symptoms like burning mictura- 
tion, dyspareunia. 


Apart from routine general examination, the 
following were recorded in the local examina- 
tion: Conditions of external genitalia. 


Vulva - Normal / Inflammed 
Vagina - Normal / Inflammed 
Cervix - Normal / Eroded / Inflammed 


(omis soe hase ДЫ, 22-і. ee ОЬ ла ТЫН RU. 
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Uterus - Pregnant / non pregnant 
Adenexae - Normal / Inflammed 


The characteristics of the discharge were 
noted and hanging drop preparation was 
examined under microscope for identification 
of Trichomonasvaginalis. The organism was 
identified by its morphology and by its motil- 
ity. 


Treatment: 


Each patient was given six tablets of clot- 
rimazole and instructed to insert one tablet 
high up in the vagina daily just before retiring 
to bed. A single dose of two grams (4 tablets) 
of Tinidazole was given after dinner on the 
first day of the treatment to every patient to 
eradicate Trichomonas fromsites such as 
Bartholin's gland where local clotrimazole 
does not reach. Patients were advised to abs- 
tain from sexual intercourse for the entire two 
week period starting from the day of the treat- 
ment. - 


All the patients were followed up at the 
end of the first and second week when micros- 
copic examination of the vaginal discharge was 
done. Side effects of the drug, if any, were also 


noted. 
Criteria for cure: 
Complete cure- 


Complete disappearance of symptoms and 
absence of Trichomonas in the vaginal dis- 
charge. 


Partial cure 


Partial disappearance of symptoms or per- 
sistance of Trichomonas in vaginal discharge. 


Failure 


No significant improvement. 
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Observations: 
Table I shows the age group of patients 

















TABLE I 
Age in years No. 
15-19 6 
20-25 21 
26-30 12 
31-40 10 
4] and above 1 
Total 50 
TABLE II shows symptoms. 
TABLE II 
Symptoms No. of Patients 
Leucorrhoea à 50 
Pruritis 16 
Urinary Symptoms 8 
Dispareunia 6 
Backache 9 
Spotting 1 





Table gives the Pathological findings. 











TABLE III 
Vulva Vulvitis 6 
Vagina Vaginitis 12 
Cervix Erosion Cervix 18 
Cervicitis 3 
Uterus Fixed uterus 2 
Bartholin'sgland Bartholinits 1 
Mixed infections 5 
TABLE IV shows the result of treatment 
TABLE IV 
Cure Ist week 2nd week 
Complete 44 -” 50 
Partial 6 - 
Failure қ 
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Partial Cure - 6 cases had partial cure at 
the end of the first week. In 3 cases the 
symptoms were totally controlled but the hang- 
ing drop preparation of vaginal discharge de- 
monstrated Trichomonas vaginals. In the re- 
maining 3 cases, the symptoms were persistent 
with negative smear. All the 6 cases were cured 
after the second course of treatment. 


Side effects - systemic 


In one case there was nausea with systemic 
Tinidazole. No side effects were reported with 
local clotrimazole. 

Discussions. 

Trichomonas vaginits is extremely com- 
mon in females of the reperoductive age group. 
In one series, the incidence was found in 995 
of all women examined'. Women with 
Trochomonas are likely to have inflammation 
of the upper genital tract and this may indi- 
rectly have an adverse effect on fertil- 
ity.^Therefore, it has been universally ac- 
cepted that Trichomonas infection should be 
promptly treated whether or not the symptoms 
are present. 


Clotrimazole has a strong Trichomonicidal 
action besides its broad spectrum antifungal 
action and hence the efficacy of Clotrimazole 
Vaginal tablets in the dosage of 1 tablet of 100 
mg. per day for six consecutive days has been 
proved by various clinical trails"^^?. However, 
there is one drawback in using Clotrimazole 
Vaginal Tablets as a single drug therapy as 
Trichomonas vaginalis infection may involve 
urethra, para-urethral ducts and Bartholin's 
glands and local Clotrimazole therapy will not 
prevent renewed vaginal infection from these 
organs’. 


Tinidazole is a second generation nitro 
imidazole derivative having broad sepctrum 
antiprotozoal action including Trichomonici- 
dal action. Its efficacy as a single drug therapy 
in the management of Trichomonas vaginitis 
has been clearly established.*°-° 


When compared to Metronidazole, the first 
generation nitro imidazole which was until now 
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considered as the nitro imidazole of choice in 
the management of Trichomonas vaginitis, 
Tinidazole has certain advantages such as fas- 
ter clinical as well as parasitological cure, lesser 
side effects and better efficacy single dose 
therapy.* 


Hence combined treatment of systemic 
Tinidazole and local Clotrimazole inethe form 
of vaginal tablets would be an ideal treatment 
for total eradication of Trichomonas vaginitis. 
Tinidazole will eradicate Trichomonas vag- 
inalis, from extra vaginal sites such as urethra, 
paraurethral ducts and Bartholin s glands, and 
prevent re-infection from these organs and will 
also potentiate trichomonicidal action of Clot- 
rimazole in the vagina. 


Hence it was not surprising to get complete 
cure in 88% of the patients at the end of the 
first week and in 100% of patients at the end 
of the second week with the combined treat- 
ment of local Clotrimazole and systemic 
Tinidazole in the management of Trichomonas 
vaginitis. 

Moreover in 5 out of 50 patients there was 
combined infection with Trichomonas vag- 
inalis and Candida albicans. In all these pa- 
tients complete cure was obtained at the end 
of the first week. The tolerance to the treat- 
ment was excellent. 
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Steroid or no steroid in dermatophytoses? 


Kamalam A., Thambiah A.S., 


Abstract 


A total of 85 patients were subjected to a study for evaluation of 
the usefulness of steroid along with antifungal agent, econazole, in 
dermatophytoses. Observations made disclosed that plain econazole is 
superior and curative while steroid combination was less effective and 
prolonged the disease with re-lapses. Some of the steroid treated patients 
needed oral griseofulvin for cure. Based on these observations steroid 
econazole combination is considered to be undesirable in der- 


matophytoses. 


Introduction 


In recent years the combination of steroids 
and antifungal agents for treatment of der- 
matophytoses has been a frequent practice by 
many. Observations with such therapy have 
resulted in steroid modified tinea or tinea in- 
cognito most of which need oral griseofulvin 
for cure (Roberts & Mackenzie, 1979). 


The present work was undertaken to 
evaluate the effects of one such combination 
of econazole with betamethasone in der- 
matophytoses. 


Materials and methods 


A total of 85 patients with various clinical 
types of dermatophytoses if inflammatory type 
of similar appearance were collected at ran- 
dom from the outpatient clinic of Mycology 
Section, Department of Dermatology, Gov- 
ernment General Hospital, Madras. 
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An initial scraping for wet mount in KOH 
examination and culture was done in all cases. 
Sabouraud s dextrose peptone agar with 
Chloramphenicol and Cycloheximide was used 
for culture. 


Econazole cream with and without be- 
tamethasone and betamethasone alone were 
topically advised in varied combinations in 4 
groups of patients, as group A,B,C and D dur- 
ing 4 weeks. During 1st week econazole with 
betamethasone was given in group А and B, 
betamethasone alone was given in group C 
and econazole alone was given in Group D. 
During the 2nd, 3rd and 4th weeks combina- 
tion of econazole and betamethasone was 
given in group A and C whereas econazole 
alone was given in group B and D, i.e.. group 
D was treated only with econazole (Table 1). 
Patients were reviewed every week for 5 weeks 
and a repeat weekly scraping for wet mount 
was done. 


Table 1 
Treatment regimen 


Ist week | 2nd -4 week 





Madras Medical College & 

Government Géneral Hospital, Group А EB EB-EB 

ES Group B EB E-E 
Group C B ЕЕ-ЕВ 
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E-Econazole , B-Betamethasone 
EB - Econazole -- Betamethasone 


Observations 


Of the 85 patients collected eight failed to 
return for review after the last visit and hence 
excluded from the study. The remaining 77 
patients һай suffered from the der- 
matophytosis during a period varying from 3 
days to 4 months, but maximum number of 
patients had the disease for 2 to 4 weeks. 


Scales in wet mount showed mycelia and 
sometime with arthrospores in all cases ini- 
tially. The clinical improvement was observed 
in lessening of itching, erythema and papules. 
The mycological imrovement was observed in 
disappearance of fungus from the scales during 
follow-up (Table.2) 


In group D none showed clearance in one 
week but a maximum of 15(83.3%) showed 
clearance of lesions at the end of 2nd week 
and the remaining3 cleared at the end of 3 
weeks. 


Mycologically more numbers showed pre- 
sence of mycelia in group A (5), group B (5) 
and gorup C (5) whereas only 2 showed 
mycelia in group D after one week. While some 
showed mycelia in 2nd and 3rd week in the 
former3 groups none showed mycelia in group 
D. 


The causative agents cultured were 
Trichophyton rubrum, T.mentagrophytes, T. 
tonsurans, T. violaceum, Microsporum gyp- 
seum and Epidermophyton floccosum. They 


Table 2 


Shows the clinical and Mycological improvement 


“anaa, SS 





No. of patients showing Not appreciable Total cleared/ 
Groups clearance of lesion Imp. by5weeks Total No. treated 
istweek 2ndweek 3rd week 4th week 

Group A Clinical 3 5 5 1 5 14/19 
+ Mycologically 5 1 1 Nil 5 

Group B Clinical Nil 5 5 4 5 14/19 
+ Mycologically 5 2 1 1 5 

Group C Clinical 1 3 4 4 9 12/21 
+ Mycologically 5 1 1 Nil 9 

Group D Clinical | Nil 15 3 Nil Nil 18/18 
+ Mycologically 2 Nil Nil Nil Nil 


In group A, 3 patients showed clinical im- 
provement in one week and the remaining 
majority (10) showed gradual improvement at 
the end of 2nd or 3rd week. One cleared after 
4 weeks and in 5 the lesion was still active at 
the end of 5 weeks. 


In group B none improved in one week 
and gradual clearance was seenfrom 2nd, 3rd 
to 4th week with a slow improvement and 5 
did not clear up by 5th week. 


In group C only one showed clearance in 
one week and gradual improvement occured 
in 2nd, 3rd and 4th week. A maximum of 9 
did not show appreciable clearance at the end 
of 5 weeks. 
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were variably distributed in all 4 groups andno 
significant difference in response to the drug 
could be found except that 2 cases with endot- 
hrix infection due to T.violaceum (1 in group 
B and 1 in group C) needed griseofulvin orally 
since there was no change in clinicalor 
mycological appearance at the end of 4 weeks. 
Discussion 


Due to the anti-inflammatory and immuno 
suppressive action, topical steriod has been 
employed along with topical antifungal agents. 
Thisis also believed to lessen the itching. The 
present study has clearly shownthat be- 
tamethasone when used alone in the initial 
treatment period (Group C) the improvement 
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has been gradual and the number ot patients 
showing activity beyond 4 weeks have been 
more (43%). When topical steroid and 
econazole isused initially for one week and 
then discontinued with follow-up by 
econazolealone (Group B) the time taken for 
clearance has been 4 weeks in some (28.676) 
while only one case (7%) took 4 weeks to clear 
when econazole and betamethasone were 
applied in combination throughout the treat- 
ment period (Group A) This suggests a with- 
drawal effect of steroid or an early unwanted 
immunosuppressive action. In comparison to 
the groups A,B,& C the patients in groüp D 
with econazole alone showed an excellent re- 
sponse in clearing in 2weeks by the majority 
of 83.3% and remaining 6.7% by 3rd week, 
with notreatment failure. However, the initial 
clinical improvement seen in caseswith steroid 
was not seen in the 1st week when econazole 
was employed alonein group D, also only 2 
showed mycelia by 1st week and none showed 
myceliaafter 1st week treated in this gorup. 


Conclusion 


1. Excellent result has been observed in pa- 
tients treatedwith econazole alone without 
any treatment failure. 


2. Initial topical betamethasone when 
employed alone followed bycombination 
therapy (Group C) has shown prolonged 
activity of the infectionwith large number 
of treatment failure. 


* * * 


3. When combination of betamethasone and 
econazole has beeninitially given for one 
week and withdrawn with a follow-up treat- 
ment witheconazole alone (Group B) the 
findings were similar to that seen in group 
Cand not as in D. This shows a prolongation 
of infection as in group C. Whereas the 
clearance has been uniform and gradual 
with group A with lesser number (1) of ac- 
tive lesion at the end of 4 weeks. 


4. Clearance of mycelia of mycological cure 
has been early inlargest number of patients 
in group D whereas no such cure was seen 
in theother 3 groups with steroid combina- 
tion. 


5. From the above observations it is concluded 
that econazole as a sole agent is superior 
to its combination with betamethasone in- 
dermatophytoses. 
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The French continue to resist the dominance of the English longuage in films, in 
literature, and in pop music but they seem to have capitulated in science (and in aircraft 
and marine communications) the latest evidence is a decision by the Pasteur Institute to 
publish its Annales de | Institut pasteur in English. The journal will now be called 
Research in...immunology, virology, or whatever (Nature 1989: 338: 448:). Apparently for 
some years now most articles submitted have been written in English - even those with 


French authors. 
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Duplicate gall bladder 


Deshpande A.R., Pradeep Garg, Mahajan K.K., 
Abstract 


Congen ital .anamolies іп and around biliary tract are well known. 
Yet a duplicate gall bladder is a rare entity. One such case is presented 
herewith. It was succesfully managed by internal drainage. When cystic 
anamolies of extra-hepatic ductal system are found at operation, it is 
imperative to define the complete anatomy by all possible means. In 
doubtful cases it is safer to do an internal drainage procedure rather 
than attempting an excisional surgery. 


Introduction 


Congenital anamolies in an around biliary 
tract are well documented. But a duplicate gall 
bladder is quite uncommon. A surgeon in his 
life-time may be called upon to manage one 
of these anamolies and then a judicious deci- 
sion will be required. We came across an inci- 
dental finding of a duplicate gall bladder which 
is reported here along with a brief review of 
literature. 


Case Report 


A 45 year old lady presented with intermit- 
tent pain in the right hypochondrium as- 
sociated with nausea for 3 years. There was 
no other contributory history. Clinical exami- 
nation revealed a tender firm, globular mass 
moving with respiration in right hypochon- 
drium. Routine investigations were normal. 
O.C.G. showed a gall bladder which was nor- 
mal in function but slightly pushed downwards 
by a soft tissue shadow above it. 





Dr. Deshpande A.R., M.S., Fig -I 
42 ек Oral cholecystrography (O.C.G) showing gall 
lebe. А bladder with a soft tissue mass pushing 
Dr. Pradeep Garg, M.S., G.B. down and no dye is in the mass 
Sais Seen. e Exploratory laparotomy was done by a 
Dr. Mahajan K.K., F.R.CS., Ph.D., right subcostal incision. Operative finding con- 
Consulting Surgeon, sisted of - Gall bladder adherent to a cystic 
Holy Family Hospital, mass arising from gall bladder itself. Adhe- 
pen Dei. sions surrounding the mass were separated. 
Aspiration of this cystic mass yielded 100 ml. 
Specially contributed to "The Амер” clear bile. A per-operative radiograph ob- 
Vol. 8/ (1); Р (18-20). “ tained after injecting dye into this mass failed 
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to show it s communication with biliary tract 
(Fig.2). A рег-орегайуе cholangio-gram 
showed free flow of dye into the duodenum, 
normal hepatic ducts and NO чый ы ICA- 
TION with the cystic mass (Fig, 3) 





Ғір-П 


Pre-operative cholangio-gram showing free 

flow of dye into the duodenum, normal upper 

biliary channel and no communication with the 
biliary free of cystic mass. 


The gall bladder was dissected off the mass 
and a routine cholecystectomy with T-tube 
drainage of CBD was performed. The cystic 
mass containing bile but having no communi- 
cation with the biliary tract was tackled by 
cysto-jejunostomy and jejuno-jejunostomy. A 
small piece of cyst wall was sent for his- 
topathology. 


Post-operative  T-tube cholangiogram 
showed normal biliary tract with air occupying 
the above mentioned space (cystic mass) in 
the inital film. However, this air containing 
space got subsequently filled with the dye re- 
trogradely via cystu-jejunostomy (Fig. 4 
A&B). This time also, no communication was 
revealed between cystic mass and rest of the 
biliary tree. Histopathologically Gall bladder 
revealed chronic cholecystitis and that of cyst 
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showed columnar lining with few smooth mys- 
cle fibres and mild mononuclear cell infiltra- 
tion. 


The patient made uneventful recovery. 





Comments "em 

The liver develops from an endoderm bud 
that arises from the ventral aspect of the gut, 
at a point of junction between foregut and mid- 
gut Duplication of gall bladder and cystic le- 
sions of the biliary system are extremely rare. . 
The first reported case of duplicate gall bladder 
in human subjects was in a sacrificial victim of 
the Emperor Augustus in 31 B.C.?. The de- 
scription by Douglas in 1852 of a choledochal 
cyst generally is regarded as the first recog- 
nised ассои ОЁ a cystic lesion of the biliary 
system’, 


Peroperative film after injecting dyeing into the 
cystic mass. Dye filled cystic space without any 
communication with the biliary tract 

Gross*in 1936 reviewed 148 cases of con- 
genital anamolies of the gall bladtler of which 
he made hand sketches of 28 recorded cases 


ofthe duplicate gall bladde: . Similarly Alonso- 


lej et.al.? analysed 94 cases of choledochal 
cyst (Extra-hepatic) and classified them into 3 


major types. 
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А double gall bladder initiates по charac- 
teristic clinical syndrome which permits the dif- 
ferentiation from a single cholecystopathy. 
O.C.G. in this case, on correlation post-opera- 
tively, shows only a mass pushing the dye filled 
gall bladder but does not show any dye in the 
mass (Fig.1). Aspiration of clear bile per- 
operatively lack of communication of the cyst 
with any biliaty radicle and the presence of 
muscle wall on histopathology indicates the 
mass to be a double gall bladder!. It fits into 
the variant in which the duplicate gall-bladder 

e. 
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lies in the normal fossa with cystic duct opening 
directly into the liver according tothe sketches 
of Gross*. 


Mackie®suggests to remove both the gall 
bladder even if only one of the two is diseased 
to circumvent a future second cholecystec- 
tomy. Sherren’in 1911 reported the first dou- 
ble cholecystectomy performed for a double 
gall bladder. But in a case like ours where 
cystic duct is opening directly into the liver 
and with a doubt of it being either a double 
gall bladder or choledochal cyst, decision of 
cholecystectomy for second gall bladder be 
comes extremely difficult. Schachner*8oper- 
ated upon a patient aged 52 for acute cholecys- 
titis & on finding a double gall bladder, drained 
eachviscus. Likewise Longmire et,al? on 
study of cystic, diseases of the liver and biliary 
system consider it safe to do an internal drain- 
age of the cyst when the aspirate is clear bile. 
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True Median cleft of upper lip associated with 
pedunculated skin masses - A case report 


Ibrahimkutty C.H., Abdul Nasir. 


Median cleft lip with pedunculated skin masses 


True Median cleft lip is a rare anomaly. 
The association of pedunculated skin mass 
with this anomaly is still rarer. We were able 
to find only two earlier reports of this anomaly 
in the literature!?. In this paper we report a 
rare case of true median cleft upper lip as- 
sociated with two pedunculated skin masses. 


Case Report: 


The patient was born to non-consanguinous 
parents after full term normal delivery on 
24.1.1985. The antenatal history was normal. 
The babyweighed 4.5.kg. There was an incom- 
plete median cleft of the upper lip. There were 
two pedunculated skin masses associated with 





Fig-1 
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the cleft (fig.1). The bigger one was ovoid in 
shape measuring 2.5 cm x 1.5 cm with a 0.5cm 
long peduncle. The other one was from the 
right nostril, 0.5 cm x 0.5 cm in size with a 
very small peduncle attached just behind the 
columella. The larger one projected from the 
cleft upper lip like an inflated bubble gum with 
its peduncle. The cleft of the lip was incom- 
plete extending to the middle of the upper lip. 
There was no cleft of alveolous or the palate. 
The nose was normal except for the mass in 
right nostril. 





Surgery: 


The bigger skin mass was excised im- 
mediately after birth without anaesthesia as 
the parents insisted of getting it removed 
(fig.2). Other mass was excised and cleft of lip 
was repaired at 4 months by straight line clo- 
sure. Patient had a smooth post operative 
period. After discharge the child was lost of 
follow up. 


Discussion: 


Median cleft of upper lip is quite a rare 
anomaly. The number of cases reported in the 
literature is around 15024. The association 
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of upper lip cleft with skin másses is still lip associated with skin masses is reported and 
rarer. We could find only two cases іп the the relevant literature is briefly reviewed. 


13 
literature Key Words: Cleft upper lip, Median cleft lip, 


Cleft lip. 

Various embroyological explanations have 
been put forward to explain median clefts. Of References: 
these, the theory of mesodermal penetration s *- oo: 

; 4 : 1. Junji Nakamura,*Hiroshi Tomonari, and Shoko Goto True 

Viae ape х д ome чай бейді cleft of the upper lip associated with three pus 

p Nakamura (1) pou ы ч 5 lated club-shaped skin masses. Plast. reconstr. Surg. 75:725. 
impediment to mesodermal penetration and 1985. 
subsequent compensatory partial excess oc- E. 
cured at the same embryonic stage, causing a 2. Millard D.R. and Williams. S. Median lip clefts of the upper 


cleft of mild degree (deficiency) and formation lip. Plast. Reconstr. Surg. 42:4; 1968. 
of skin masses (excess), events which, being 3. Sharma, L.K. Median cleft of the upper lip, Plast Reconstr. 
of opposite nature usually do not co-exist. Surg. 53: 155. 1974. 
Abstract 4. Wiemer. D.R. Hardy S.B. and Spira, M. Anatomical findings 
in median cleft of upper lip. Plast. Reconstr. Surg. 
А rare case of true median cleft of upper 62: 866 (1978). 


ж _ ж ж ж ж ж 
Are there any health hazards for those who work in food smoking departments? 


A search of the literature yields little useful information on this topic. Fish is smoked 
with wood smoke; traditionally oak has been used, but other woods and sawdust are 
often now used. The incomplete combustion of such organic material may produce several 
potentially harmful products of pyrolysis. Formaldehyde and acrolein are irritants may 
cause soreness of the eyes and respiratory гас and, perhaps, a chronic cough if exposure 
is continuous. Polycyclic aromatic hydrocarbons may also be produced and tend to 
condense on to airborne particulates such as soot. Many of these are known or suspected 
human carcinogens. Modern kilns are, however, believed to produce smaller quantities 
than older types. Some fish, such as herring and haddock, may be coloured with a dye 
before smoking. Some of these dyes are suspected animal carcinogens, but there is no 
evidence that workers handling them are ot risk. Employees should not be exposed to 
smoke if this is reasonable and practicable. Otherwise, they should be provided with 
appropriate respiratory protective equipment. 


(BNU Vol. 298 17 June. 89) 


* * * * * * 


Why do some people develop meningitis when exposed to Neisseria meningitidis 
while others do not? Study of the pattern of the recent epidemic in - Stonehouse, Blouce- 
stershire (Epidemiology and infection 1989: 1 - 10) has shown that seven of 13 patients 
with the disease were non secretors of the ABO antigens in saliva. This is a much higher 
Proportion than in the healthy population. High proportions of non secretors have also 
been reported in countries where prolonged outbreaks of meningitis are common. 


(BMJ Vol. 298 Apr. 89) 
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Cyclophosphamide induced pulmonary oedema 


Samal K.K., Kar C.R., Biswal A.C., Mishra S.C., 


Summary 


Two cases of pulmonary oedema following cyclophosphamide treat- 
ment are reported. Both patients developed tachycardia, hypotension 
and pulmonary oedema within 2-3 minutes of parenteral administration 
of the drug. Cyclophosphamide may cause type I hypersensitivity reac- 
tion. The cases are interesting in view of the fact that literature showing 


such reaction 1s rare. 


Introduction 


Cyclophosphamide is a commonly used an- 
tineoplastic and immunosuppressive drug. 
Type 1 (anaphvlactoid) hypersensitivity reac- 
tion due to this agent has been documented 
in literature’. In a few cases this drug produces 
urticaria, angioedema and brenchoconstric- 
tion. Systemic reactions due to this drug are 
not usually associated with pulmonary paren- 
chymal disease”. Maxwell? had however re- 
ported a single case of reversible pulmonary 
oedema along with hypotension following cyc- 
lophosphamide treatment. We are reporting 
here two cases of pulmonary oedema following 
cyclophsphamide therapy. 


Case reports 


Case 1: Cyclophosphamide was given intraven- 
ously (after dissolving 500 mg. of the drug in 
25 ml. bidistilled water) to a 58 year old male 
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with bronchogenic carcinoma. Before therapy, 
his pulse rate was 80 beats per minute, regular, 
and blood pressure (BP) was 130/88 mm. Hg. 
His cardiac and renal functions were normal. 
Within 3 minutes of the injection, the patient 
vomited once and became dyspnoeic. On exami- 
nation his pulse was 140 beats per minute, BP 
was 60 mm. of Hg (palpatory) and cyanosis 
with features of pulmonary oedema were pre- 
sent. There was neither urticaria nor an- 
gioedema. Oxygen, intravenous steroid (8 mg. 
dexamethasone) and subcutaneous adrenaline 
(.5 ml of 1:1000) were given immediately. 
However, he expired within 8 minutes. 


Case 2: Cyclophosphamide (500 mg. dis- 
ssolved in 25 ml. of, bidistilled water) was 
given intravenously to a case of Hodgkin s 
disease with superior mediastinal syndrome. 
The patient was a 22 year old house wife. 
Within minutes she vomited once and became 
dyspnoeic. Examination revealed tachycardia 
(pulse was 124 beats per minute), hypotension 
(BP was 50 mm. Hg by palpatory method), 
cyanosis and widespread pulmonary crepita- 
tions and rhonchi. Before cyclophosphamide 
therapy, her pulse was 76 beats per minute, 
regular, and BP was 112/70 mm Hg. There 
was no cardiac or renal function impairment. 
Urticaria and angioedema were absent. Oxy- 
gen, intravenous steroid (8 mg de- 
xamethasone) and subcutaneous adrenaline 
(0.5ml of 1 : 1000) were given immediately, 
but she expired within 10 minutes. 
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Discussion 


Both cases developed tachycardia, hypoten- 
sion and pulmonary oedema after the intraven- 
ous cyclophosphamide. There were no skin 
manifestations. Maxwell*had observed this 
acute toxic effect while administering the sec- 
ond dose. Now it has been documented^that 
cyclophosphamide, (a) by releasing Ig E 
antibodies; causes immediate hypersen- 
sitivity reaction, (b) by enhancing lym- 
phocyte cytotoxicity, causes pulmonary 
parenchymal damage, (c) by releasing 
lymphokines, causes amplification of im- 
mune response, (d) by depleting gul- 
tathione stores, enhances oxidant 
mediated damage; and (e) by producing 
endogenous oxidant (acrolein), causes in- 
creased membrane permeability. Pulmo- 
nary oedema and systemic hypotension 
may be due to the above mechanism(s). 


Particulars from? 
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_ tineoplastic 


One should be aware of these acute 
toxic effects of this commonly used an- 
and immunosuppressive 
drug. The drug may be given through in- 
travenous drip after mixing it with 300 ml 
of 5% glucose solution. Furosemide, hyd- 
rocortisone, adrenaline and/or antihis- 
tamines should be administered im- 
mediately when signs of hypersensitivity 
reaction develop. 
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Evaluation of role of extensor digiti minimi in 
opponensplasty in leprosy cases 


Jaitley R.K., Pradeep Garg, Tripathi R.P., 


Summary 


Extensor digiti minimi was first used by Robert Cook during the 
first world war but not in Leprosy cases. In 1969, Schineider used this 
in Leprosy cases and since then interest has been revived in it. The 
present study evaluates the results after using extensor digiti minimi for 
opponensplasty in 14 hands. A good result is reported in 57.14%, fair 


in 39.7% and failure in 7.14%. 
Introduction 


Opposition of thumb is a complex move- 
ment comprising of abduction, flexion and in- 
ternal rotation (pronation) of the first 
metacarpo-phalangeal (MP) joint brought at 
out by co-ordinated action of flexor pollicis 
brevis, abductor pollicis brevis and opponens 
pollicis brevis along with long muscles of 
thumb. 


Loss of this movement may occur in Lep- 
rosy, Polio and injuries of median and ulnar 
nerve. In hyperendemic areas, 20-30% pa- 
tients show this disability. 


Importance of tendon transfer for restoring 
opposition has been highlighted by vast litera- 
ture available (Bunner 1938). A single tendon 
is used for replacing combined action of at 
least half a dozen paralysed muscles. Bunnel 
technique (1938) and it is modification by 
Jacobs and Thompson and by Brand are the 
most widely used procedures for restoring op- 
position. However, at times, adequate passive 
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motion at the involved joint and suitable 
amplitude, strength and direction of pull of 
muscle whose tendon is to be transferred do 
not meet or pulp to pulp punch is difficult to 
obtain in various series. Therefore new 
techniques of opponensplasty were still being 
evolved. This study uses extensor digiti minimi 
as the motor power restoring opposition of 
thumb. 


Restoration 


When damage to nerve or muscles are 
beyond repair, some form of tendon transfer 
will be required to restore. Sterling Bunner 
(1938) postulated 2 essential principles of op- 
ponensplasty:- 


1) Tendon from its insertion in the thumb 
should pass subcutaneously in the direction 
of pisiform bone so that it will pull the 
thumb in the correct direction. 


2) Insertion of the tendon should be on the 
dorso-ulnar aspect of the base of proximal 
phalanx of thumb so as to restore the pro- 
nator component. 


Selvapandian (1958) and Brand stated that 
tendon transfer for paralysed thumb in leprosy 
hands should accomplish 3 things:- 

1) Abduction of thumb at carpometacarpal 
joint 

2) Abduction of proximal phalanx at MP joint 

3) Extension of interphalangeal joint. 


Extensor digiti minimi was orginally used 
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by Dr. Robert Cook during first world war. 
Interest was revived by Schneider (1969) in 
this technique. With the use of this tendon, 
distal end of Ulna acts as pulley. 


Material and method 


Study was carried out at the Leprosy Re- 
constructive unit of Medical College, Jhansi. 
Leprosy patients in whom loss of opposition 
was due to combined Median and Ulnar nerve 
palsy, were selected. 


Patients were on Dapsone therapy for at 
least a year and they did not show evidence 
oftrophic changes or thumb web contracture. 


Opponensplasty using extensor digiti 
minimi was done in 14 thumbs of 11 patients. 
In 9, ulnar nerve neurolysis and arthrodesis of 
distal joint of thumb was done in 2 cases as 
adjuvant process. 


A detailed history was followed by 
thorough pre-operative evaluation of hand, 
noting extent of motor paralysis and sensory 
loss, secondary deformity, joint contracture, 
scars and absorption of phalanges. 


Hand function in general and basic function 
of pinch was assessed 


Thumb web angle was measured and 35? 
was considered adequate. The angle of flexion 
or extension of MP and IP joints during pinch- 
ing were noted as a measure of its stability. 
The type of pinch was tested by asking patient 
to pick up and hold small objects viz. pen, 
coin etc. 


Operation 


Ten hands were operated under brachial 
block, 4 under general anaesthesia and all with 
torniquet control. 


Technique of Schneider was followed. A 
transverse. incision over 5th MP joint was 
made. Tendon of extensor digiti minimi, 2 in 
number were dissected free from extensor ex- 
pansion of little finger as far distally as possible 
and divided. 


These were pulled out proximally through 
a second small transverse incision over base 
of 5th metacarpal. Third oblique incision made 
over distal end of ulna so that a subcutaneous 
tunnel was made around ulnar border of distal 
end of forearm across the volar aspect of wrist 
amd thenar eminence, opening into the final 
incision over MP joint of the thumb. Tendon 
was routed through the tunnel and one slip 
attached to insertion of abductor pollicies bre- 
vis at base of proximal phalanx of thumb and 
the other to aponeurosis of extensor pollicis 
longus tendon over back of proximal phalanx 
as distally as possible with thumb in full oppos- 
ition and wrist in neutral position. 


Skin was sutured and hand immobilised 
with wrist in 30* flexion and thumb in full op- 
position with distal phalanx extended. 


After-Treatment 


At 3 weeks plaster cast removed and active 
exercises started with thumb supported in elas- 
tic opponens splint for another 3-4 weeks. 
Then transfer was mobilised by making patient 
try repeatedly to oppose thumb while dorsum 
of his hand lies flat with fingers extended. Pa- 
tients were then discharged with advice for 
physiotherapy and monthly follow up. 


Crieteria for evaluation of results 


Results were labelled as good, when strength 
was good and rotation of thumb is < 30° 


Fair, when good strength with rotation of 
thumb - < 30° but < 50° 


OR 
Poor strength with rotation < 30° 


Failed, when poor strength and rotation of 
thumb x 30° • 


Discussion 


The use of extensor digiti minimi is not 
without advantages. Technically it is easier to 
perform because construction of pulley is un- 
necessary. Lower end of ulna will act as stable 
pulley avoiding thereby complication of migra- 
tion of pulley observed in Brand s (1964) pro- 
cedure. Moreover there is no need to violate 


the delicate flexor mechanism of donor digit. 
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In the present study of 14 hands of 11 ра- 
tients, 57.14% patients were found to have 
GOOD result, 35.17% had FAIR response 
and 7.14% showed failure. These are as good 
as obtained by Srinivasan (1969). 


This study showed that those in age group 
20-30 years, having deformity of lesser dura- 
tion ( 1 year) and no secondary changes in 
thumb were suitable for correction of defor- 
mity. 

Hands which showed GOOD result were 
of relatively younger age gorup, not associated 
with secondary changes, fixed deformity and 
were with the loss of opposition of less than 2 
years, duration ulnar nerve neurolysis was 
found beneficial in improving hand function. 


Fair result was seen in those having loss 
of opposition between 2-3 years and had some 
flexion deformity either at MP or IP joint. Fai- 
jure was seen because of non-uptake of tendon 
due to wound infection. 


So, extensor digiti minimi transfer for re- 
storation of opposition of thumb has strong 
indication in treatment of Leprosy patients 
having loss of opposition of thumb. 


Table I 
Showing Age Incidence 
Be CENE CCP SR 
Age groups No.ofcases Percentage 

E ПЖ 22-ы ee 
20-30 yrs. 6 54.55 
30-40 yrs. 1 9.09 
40-50 yrs. 3 27241 
50-60 yrs. 1 9.09 

c uma ON ees 
Total 11 100 

T SE ee 

Table II м 


Showing Duration of loss of opposition 


Duration ofillness No. ofcases Percentage 
Se —————— 


Table III 


Showing assessment of results 


€ M 


Evaluation crieteria No. of hand Percentage 


€ MM — 











Strength Good 12 85.71 
Poor 2 14.29 
BED Suc name ee чт: 
Rotation — €30* 9 64,29 
of =S 30° < 50° 4 28.57 
thump +> 50° 1 7.14 
ee лхан ал - 
Table IV 
Showin, results 
Gocd Fair Failure 
8 5 1 
57.14% 35.71% 7.14% 
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Hirudoid Cream 
The High Potency Heparinoid 











А step ahead 
in penetration 


Heparinoid (Hirudoid) 
penetrated the lower corium 
and subcutis 37 to 54 times 

better than 
HEPARIN” 


*Data on file 








COMPOSITION: 

Each gm. contains 

Mucopolysaccharide Polysulfate corresponding to 250 I.U. in a cream base. 
Comparative substance: International Standord Heparin 


INDICATIONS 

e Thrombophlebitis 

e Inflammation of varicose veins, varicose symptom complex. 

e Prevention and treatment of injection and infusion phlebitis 

e Congestion, pains and feeling of heaviness in the legs, leg ulcers. 

e Inflamatory infiltrates and processes (furuncles Carbuncles, 
lymphangitis, mastitis, parotitis, etc. 

e Haematomoa, contusions, blunt injuries. 

e Improvement of scar formation after injuries, operations and burns. 

e Loosening of scar tissue. 


PRESENTATION: 
14 g. tube 


refe; ^or further details please write to: 
im d CFL Pharmaceuticals Ltd. 
Regent Chambers, 4th Floor, 208, Nariman Point, Bombay 400 024 
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tablets, strong in results 


where it counts dependability in 


Most widely prescribed Vanilla flavoured, only 





adult-dose erythromycin erythromycin that can be Paediatr: Practice 
chewed 
Orange flavoured liquid in Only erythromycin 
the right dose and the for precision in 
M right quantity > dosage for infants 
á . 
(Erythromycin Estolate) 
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For further details, please write to: 


ALEMBIC CHEMICAL WORKS CO. LTD., VADODARA 390 003 Alembic 


THE PROMISE OF SPEEDY 
RECOVERY 





SUPER BROAD-SPECTRUM ANTIBACTERIAL 


Convenient b.i.d. dosage 


* Covers most of the uropathogens * Covers most of the enteropathogens 
including Pseudomonas * Spares normal intestinal flora 

* First of its kind as oral * Eradicates beta-lactamase-producing 
anti-pseudomonal drug б -nonproducing gonococci 


* High penetration in renal and 
prostatic tissues 


* Prolonged bactericidal levels in urine 
* Least chance of bacterial resistance 


(Norfloxacin 400 mg & 800 mg Tablets) 


Parenteral Power with Oral Dose 
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Glycosylated haemoglobin relationship to blood 
glucose in diabetics taking oral drugs 


Seshaiah V., Ranga Rao K.V., Madhavan R., Ganesan V.S., 


Summary 


Glycosylated Haemoglobin (G Hb) and blood glucose concentrations 
were measured in 85 non-insulin-dependent diabeticsand they were 
grouped according to the oral hypoglycemic agent they were taking. 
Correlation Coefficients (r) of G Hb to Fasting blood Glucose (F BG) 
and 2 hr Post Prandial BG (2 hr pp BG) were calculated. G Hb showed 
verying relationship with BG in them. In the tolbutamide treated group 
there was no statistically significant relation between G Hb and 2 hr pp 
BG. These results could be due to the varying duration and effective 
action of these drugs. Thus the clinician should be aware of these while 
interpreting the results of G Hb and BG in subjects treated with different 
drugs as the correlations are disturbed after starting therapy. 


Introduction 


Glycosylated haemoglobin is an excellent 
time integrated measure of glycemic control 
in diabetes and it correlates strongly with blood 
glucose concentrations in adult onset diab- 
etes.'?. Reports on the correlations between 
G Hb and blood glucose levels in these diabe- 
tics are scanty. The present study is aimed at 
the correlations in these groups to find out any 
differences among them. 


Material and methods: 


Eighty five non insulin-dependent diabetics 
(according to World Health Organisation 
criteria’) who were under fair glycemic control 
and following the diet plan and taking oral 


Dr. Seshaiah V., M.D., 
Professor and Head of Department. 


Dr. Ranga Rao K.V., M.B.B.S., M.Sc., Dipl. Diab., 


hypoglycemic agents formed the subjects for 
this study. Blood glucose concentrations were 
estimated in fasting state and 2 hours after 
their routine breakfast, using neocuproine 
method^. Glycosylated Haemoglobin percent 
was estimated in the fasting sample”. Statistical 
analysis was carried out to find the correlation 
coefficients between G Hb and F BG and be- 
tween G Hb and 2 hr pp BG levels in the 
groups of subjects taking different drugs. 


Results: 


Table shows the G Hb and its relationship with 
F BG and 2 hr pp BG concentrations. G Hb is 
correlating well with F amide treated group. The 
values in the table are shown as Meant S.D. 


Discussion: 


The present study shows varying correla- 


Research Assistant. ‘ tions of G Hb not only with 2 hr pp BG in 
Dr. Madhavan R., M.D., different groups but also with F BG. The in- 
аш: Дін асы teresting point is that in the tolbutamide 
Dr. Ganesan V.S., M.D., treated group F BG had a relatively poor cor- 
Assistant Physician. ; o 
| relation and 2 hr pp BG had nocorrelation. 
ШЕ. ылы. To ош knowledge there аге no reports on such 
doll: General Hospitii, relationship. Also tolbutamide has not been 
Madras - 600 003. reported to interfere with the estimation of 
any these parameters. These correlations and 
Specially contributed to "The Antiseptic”? the descrepancies observed could be due to 
Vol. 87 (1); P Q8 - 29) the varying duration and effective action of 
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Table: Glycosylated haemoglobin and blood glucose correlations 


Blood Glucose 
Drug (mg/dl) 
GHb FBG 
(76) 
Tolbutamide 10.0 113.4 
(п--22) +25 + 29.6 
Chlorpropamide 9.6 115.5 
(n=32) +1.9 + 27.9 
Glibenclamide 9.6 123.6 
(n=23) +75 299.2 
Metformin 8.0 117.7 
(п--8) +22 + 41.2 


tnese drugs and are somewhat aking to the 
poor correlations reported in type-I diabetes! . 
Thus the clinician should be aware of these 
while interpreting the results of BG and G Hb 
in subjects treated with different drugs as the 
correlations are disturbed after starting the 
drugs. 
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Correlation Coefficients and 
their P Values 
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In the United States the Association of American Medical Colleges has revised its 


admission test. According to "Science" (1989: 243: 1431), the new test will require essay 
answers and a section on verbal reasoning based on texts selected from the humanities 
and social and natural sciences. This way they hope to attract more non scientists into 
medicine. 


(BMJ Vol. 298 Apr. 89) 
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x | e Micturition Complaints : Burning, Painful, Difficult, 
à Frequent, Urethritis, Cystitis, Pyelitis etc. 

BANGSHIL incontinence & after catheterisation. Leg Cramps 
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CADPRESS —The Best Tabletting Machine 
Incorporating International 


standards. 


Cadpress is a high speed double rotary tabletting machine, designed 
and engineered for continuous .production at its maximum output 
ranging from 37,000 tabs/min to 61,000 tabs/min. The machine 
incorporates major improvements in the areas of output, operator safety, 
cleanliness, lubrication, ease of maintenance, drive arrangement, 
operational convenience, etc. Available in four models - 

37, 45, 55 & 61 stations. 





— The backbone of the Drug Industry 


CADMACH MACHINERY CO. PVT. LTD. 


HEAD OFFICE : Plot Мо 3604 & 3605 GIDC Estote, Phase IV, Vatwo, Ahmedóbod 382 445 
Phone 831491/92:93 Telex 0121-6427 CDMC IN 


BOMBAY OFFICE : 101 -В. Poonam Chambers, | st Floor, Shivsagor Estate, Dr Annie Besont Road, Молі, | 
Bombay 400 018 Phone 4948811/4936612/ 4938042 
Telex 011 7383! CLPLIN Cable · САОМАСН 


OFFICES : New Delhi/Caicutto/Modra /Bongolore / Secunderabad 


THE ANTISEPTIC JANUARY 1990 A21 


Cancer of the skin 
Sanjay Ghosh., 


In comparison to Caucasians, our country- 
men, owing to their dark skin, are much less 
susceptible to skin cancers predisposed by sun- 

- light. Still, due to dearth of early detection 
and proper health care, malignant skin 
tumours are often in an advanced stage by the 
time they are first diagnosed by a physician. 
Besides, exposure to carcinogenic chemicals is 

“а contributing factor for many cases of skin 
cancer of our country. 


The carcinogenic rays of the solar spectrum 
are between 290 and 334 nanometer. Melanin 
pigmentation of the dark skin acts as a barrier 
against these rays. Middle aged and elderly 
persons, after years of cumulative chronic ex- 
posure to sun, are more prone to develop sun- 
induced cancer. Exeessive repeated exposure 
to ionizing radiation, particularly X-rays, 
radium, artificially and naturally occuring 
radioactive substance may also precipitate 
cancer. Genetic determinants are also impor- 
tant because, probability of developing cancer 
depends on the individual's ability to repair 
radiation - damaged chromosomes. 


Thermal injury may also be the cause. Oral 
cancer is common in tea-tasters. The Kangri 
cancer, a peculiar skin cancer developing on 
the abdomen and upper thighs in some people 
of Kashmir in India, who carry hot coals in a 
pot under their clothing for warmth. Burn 
scars, if neglected, may turn into cancer, which 
is termed Marjolin s ulcer. Chronic ulcers and 
sinuses of the skin are potential causes of skin 
cancer. Repeated mechanical injury and 
chronic irritation, as from projecting broken- 
off carious teeth inside mouth or from eating 
too much hot, spicy foods, chewing bete-leaf 
or betel-nut are frequently responsible for oral 
cancer. 





Dr. Sanjay Ghosh. , MBBS., (CAL), M.D., (DERM & VEN), (CAL), 
Visiting Dermatologist, 

Calcutta Skin Institute, 

169 VI M, CIT Scheme, е 

Calcutta - 700 054. | 
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Long continued exposure to certain chem- 
icals like soot, tar, lubricating oils, paraffin, 
anthracene, creosote, mineral oil and other 
hydrocarbons may be precipitating factors. 
Chimney - sweepers may develop cancer on 
their scrotal skin by exposure to soot and lub- 
ricating oils. The tar in tobacco smoke is re- 
sponsible for skin cancer of the mouth and lips 
as well as the lungs. Aniline-workers may have 
cancer of the urinary bladder. Exposure to 
cobalt, arsenic and lead during mining and 
chromates during cement manufacturing may 
give rise to skin cancer even after several years. 
Arsenic ingestion for a prolonged period, 
either accidentally from well or tube-well 
water or from medicines (previously used ) 
may, after a long latent period (even after 30 
years), lead to arsenic dermatoses, which are 
often precancerous. 


Important precancerous lesions of skin and 
mucous membrane are leukoplakia, actinic 
cheilitis, actinic keratosis and Bowen s disease. 
Leukoplakias are white patches, mainly found 
on the inner surface of cheeks, gums, tongue 
and genitalia. Exact aetiology is unknown but 
irritation by smoking, hot and spicy foods or 
chewing betel or tobacco are predisposing fac- 
tors. Avoidance of irritants and application of 
topical steroids from very early stage would 
cure the condition. Persistent lesions may re- 
quire excisional biopsy. Actinic cheilitis mainly 
involves lower lip. Dryness, vertical fissuring, 
atrophy and sometimes warty lesions are seen. 
Topical application of sunscreen, topical cor- 
ticosteroids may be beneficial. Biopsy is some- 
time needed to exclude malignant transforma- 
tion. Actinic keratosis is red or yellowish- 
borwn, scaly lesions on chronically sunexposed 
areas of the body. Cryotherapy, electrocautery 
or topical application of 5-Fluorouracil is effec- 
tive. Suspected malignant lesion should be his- 
topathologically examined. Bowen s disease is 
uncommon tumour, usually on the covered 
part of the body. Chronic ingestion of arsenic 
is important predisposing factor. Excision is 
helpful, but recurrence is common. 
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basal cell epithelioma; squamous cell car- 
citoma, malignant melanoma, mycosis fun- 
goides, Kaposi s sarcoma and Paget s disease 
of nipple deserve special mention. 


Basal cell epithelioma, also termed rodent 
ulcer, is a slowly growing, locally malignant 
tumour of unknown aetiology. The tumour 
does not metastasize. It is more commonly 
found in fair-complexioned people living in 
sunny regions. Prolonged ingestion of arsenic 
may also be predisposing factor. The lesion is 
more common after the age of 40 years. Smal- 
ler lesions respond well to curettage and elec- 
trodesiccation, larger ones by surgical exici- 
sion. 


Squamous cell carcinoma is a malignant 
tumour of the skin, which often metastasizes. 
It is more commonly found after the age of 50 
- years. Its relative frequency in tropical coun- 
tries is not determined by sunlight, as it is in 
fair-skinned people, but by trauma, chronic 
ulcers, scars and atrophic diseases, local appli- 
cation of heat, chronic irritation and actinic 
cheilitis. Early surgical excision and removal 
of affected lymph nodes is imperative. 


Malignant melanoma is an uncommon, 
highly invasive, malignant tumour arising from 
melanocytes, the pigment-producing cells of 
the skin. It is the most malignant skin tumour. 
It may appear any time after puberty on nor- 
mal skin or on a pre-existing junctional nevus. 
Transformation of nevus. into malignant 
melanoma has recently been doubted by many 
scientists. Still, any suspected, dark lesions or 
any pigmented nevus that grows, becomes inf- 
lammed, blackens or bleeds should be totally 
excised and examined microscopically. 


* * * 


der of the reticulo-endothelial system involy- 
ing skin. Kaposi's sarcoma is very rare malig- 
nant tumour of vascular and fibrous tissue. 
Recently such sarcoma is being commonly 
found in AIDS - patients. Paget s disease of 
the nipple is rare tumour found in adult women 
and, exceptionally in adult men. An underly- 
ing breast cancer is always present. Clinically 
the lesion may be misdiagnosed as eczema of 
the nipples, which is often bilateral and. re- 
sponds to topical steroids. 


Skin cancers, as in cancer of other organ 
systems of the body, are to some extent pre- 
ventable, if the predisposing factors can be 
eliminated from the very beginning. If de- 
tected in early stage and proper medical gare 
is ensured, the prognosis is not always gloomy. 
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Some doctors may believe that old people find being old depressing; and they may 
‘also believe that depression is most common in the elderly, that it does not fespond 
well to treatment, and that current treatments may be dangerous for old people. These 
beliefs are all false, says a review article in the New England Journal of Medicine (1988; 


320; 164-6) 


M THE ANTISEPTIC 


* (BM) Vol 298 Feb 89) 
* * 





JANUARY ‘90 | 


Solvin 
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NYMPH LABORATORIES 
164, S.B. MARG, LOWER PAREL, BOMBAY- 400 013. 
Phone: OFFICE: 4937501 FAC: 4941769 - GRAMS: " NYMPHLABS." 


ATTENTION. DOCTORS: BACKED BY 25 YEARS OF MANUFACTURING 
EXPERIENCE WE OFFER THE FOLLOWING TABLETS AND OINTMENTS 
FOR DAILY DISPENSING: 


NEW INTRODUCTION 


APEECI TABS (A.P.C. TABS) NYBUMOL TABLETS 

Conts. (STRONG FORMULA) Conts. 

Aspirin IP 200 mg. Paracetamol IP 325 mg. 

Paracetamol ІР 150 mg. Ibuprofen IP 200 mg. 

Caffeine IP 20 тд.  THIODIRIPAM TABS 

BUTACETAMIL TABS Conts. 

Conts. Thiophyllin IP 35 mg. 

Phenylbutazone IP 100 mg. Ephedrine Hcl IP 15 mg. 

Paracetamol IP 250mg. С.Р. Maleate IP e mg. 

DILOZOLE TABS FORSCAB OINTMENT , 

Conts. Each g. conts. 

Diloxamide Furoate IP 250mg. Sulphur IP 4% wiw 

Metronidazole IP 100 mg. ed 2 i 4% тм 
ulphanilamide w/w 

ANOXY TABLETS Benzyl Benzoate ІР 15906 w/w 

Conts. Benzyl Acetate IP — 196 w/w 

Analgin IP 500 mg. Yellow Soft Paraffin Base 9.5. 

Oxyphenbutazone IP 100 mg. BEMEM - S 

METROQUINOLINE TABS Each g. contains: 

Conts. Betamethasone Valerate ІР 1.2 mg. 

Metronidazole IP 200 mg. Neomycin Sulphate IP 9.0 mg. 

lodochlorhycroxyquinoline 250 mg. Creame Base q.s. 


BENEM-O 3gms - Each gm. conts. Betamethasone Sodium Phosphate BP 1mg; Neomycin Sulphate IP 5 mg; 
Soft Paraffin Base q.s. 

CLOTRINE CREAM 20 gms. - Each gm. conts. Clotrimazole U.S.P. 196; Cream Base: q.s. 

BETAMETHASONE CREAM 5 g. & 15 g. 

NECILLIN SKIN OINTMENT - Neomycin Sulphate Super White Cream 10gm. 

NITROZONE OINTMENT - 10g. tubes & 400 g. Alu. Cont (Nitrofurazone Oint. N.F.O. 295). 

NYFLUCIN CREAM PLAIN 15 gm. - Each g. conts. Fluocinolone Acetonide B.P.C. 0.025%; Cream base: q.s. 

NYFLUCIN C CREAM 15 g. - Fluocinolone Acetonide B.P.C.: 0.02596; Quiniodochlor 396; Cream base: q.s. 

CLOTRINE TABLETS Conts: Clotrimazone U.S.P 100 mg. 

IODO-FUR TABLETS (Anti-Diarrhoea) - Conts. lodochlorhydroxvyquinoline IP: 0.2 mg; Furazolidone B.P.C.: 0.1 g. 

NYCIN TABLETS (Analgesix-Antipyretic) - Conts. Analgin IP: 0.25 g; Paracegamol IP: 0.25 g. 

NYFORTE TABS (Vit.B. Complex Forte - S/C) - Conts. Vit B1 IP (Mono): 1 mg.; Pyridoxin Hcl. I.P. 0.5 mg.; 
Riboflavin ІР: 1 mg.; Niacinamide ІР: 15 mg.; Calcium Pentothenate USP: 2 mg. 

NYMPHAPLEX TABS (Multivitamin Tabs) - Conts. Vit.B1: 1 mg.. Vit. B2: 1 mg.; Niacinamide 15 mg.; Vit.C.25mg. 

NYMPHAVITE TABS (Multivitamin Tabs) - Conts. Vit.A: 125010: Vit. B1: 0.5 mg. Vit.C: 12.5 mg.; Vit.D: 10010. 

NYPAMOL TABS. Conts.- Paracetamol IP: 500 mg.; Chlorpheniramin IP: 2 mg. 

. SPORTKRIM - Conts. Adrenaline Bitratate ІР: 0.3%; Mephensin IP: 2.596; Methy Salicylate IP: 9.096; C.P. 

Maleate ІР: 0.2%; Menthol IP 2.096; Methy Nicotinate BP: 1.5%. e 


COMMON TABLETS: BETAMETHASONE SOD. PHOSPHATE IP 0.5mg.; CODEINE PHOSPHATE TAB NFI 10mg.; 
FRUSEMIDE IP 40 mg. (Diuretic); FURAZOLIDONE IP 100mg. (Antimicrobial); PHENIRAMINE IP. 22.5 mg.; 
RESERPINE IP: 0.25mg.; TRIFLUPROMAZINE NF 10mg. 


Also manufactruing many other tablets and ointments. 
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Dyspnoea 


Dyspnoea or breathlessness is the subjec- 
tively uncomfortable awareness of the effort 
of breathing, manifest as tachypnoea. It results 
from an imbalance between the ventilatory 
drive and the capacity to breathe. The ventilat- 
ory drive is inordinately increased due to 
stimuli like hypoxia, hypercepnia, acidosis, ex- 
cessive inflation of lungs, increase in intersttial 
fluid pressure in the lungs, stretching/compres- 
sion of intercostal muscles, vascular stimuli 
due to elevated pressures in the pulmonary 
circulation and right atrium and psychogenic 
stimuli. The capacity to breathe is hampered 
by weakness of respiratory muscles, thoracic 
cage abnormalities, diminished compliance of 
lungs, increased airway resistance and obesity. 
The common cohditions associated with 
dyspnoea .аге congestive cardiac failure, pul- 
monary hypertension, mitral valve disease, 
obstructive lung diseases, pleural effusion, pul- 
monary edema, etc. Dyspnoea can also occur 
in normal aged subjects and in subjects at high 
altitude during exercise. 


The cardiovascular system is the key link 
in the process of delivering oxygen to the tis- 
sues. In cardiac failure, there is pulmonary 
congestion. This activates the mechanorecep- 
tors in the pulmonary vascular structures start- 
ing from the right atrium and ending in the 
left atrium. These stimulate ventilation. These 
receptors are also stimulated in primary pul- 
monary vascular disease like pulmonary hyper- 
tension (primary or secondary to mitral valve 
disease) pulmonary embolism and vasculitis. 
In addition, elevated pulmonary vascular pres- 
sures lead to greater fluid exudation into the 
pulmonary interstitium. These are receptors 
in the intersttial tissue close to the pulmonary 
capillaries, called Paintal's J-receptors (Juxta 
pulmonary capillary receptors), sensitive to in- 
terstitial pgessure elevation. These receptors 
are thus stimulated in conditions like pulmo- 
nary hypertension, pulmonary edema, severe 
pneumonitis and pulmonary embolism. The 
stimulation of J-receptors, garried by the vagi 
results in hyperventilation, bronchoconstric- 
Vol.87 No. 1 


tion and inhibition of skeletal muscle contrac- 
tion. This J-reflex underlies dvspnoea in all 
the pulmonary vascular conditions. The J-re- 
flex is also responsible for the dyspnoea of 
severe muscular exertion in normal subjects 
that halts the exercise and thus has a protecitve 
value. 


Muscle spindles and tendon organs in the 
chest wall muscles are stimulated when the 
wall is inappropriately stretched in conditions 
like massive pleural effusion and a large 
pneumothorax. 


Decrease in arterial pH and incrase in 
PaCo, stimulate ventilation through the 
peripheral chemoreceptors (carotid bodies) as 
well as the central chemoreceptors. This un- 
derlies the shallow tachypnoea with dyspnoea 
in metabolic acidosis (lactic acidosis, diabetic 
ketoacidosis, etc.) and the hyperventilation 
and dyspnoea of anaemic patients on exertion. 
Dyspnoea of exertion in obese people is due 
to a combination of high metabolie require- 
ment for a given ambulatory work and increase 
in work of breathing due to heavy chest wall 
and impedimetn to diaphragmatic excursion. 


Many of the factors outlined above com- 
bine to contribute to dyspnoea in many clinical 
conditions like congestive cardiac failure, pul- 
monary hypertension and anaemia. The diffe- 
rent sensory stimuli may be integrated in the 
brainstem, close to the respiratory centres. A 
dyspnoea trigger centre has been postulated 
in the tegmentum of the medulla and lower 


pons. 


On the grounds of pathogenesis dyspnoea 
as asymptom can be reduced either by decreas- 
ing the ventilatory demand (e.g., lactic 
acidosis, obesity) or by incresing the ventilat- 
ory capacity (e.g. bronchodilation) or by both 
means, monitoring at the same time the mul- 
tiple potential stimuli to ventilation. 


(Dr. N. Hariharasubramanian, M.D., Ph.D.) 
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Dr. M.A. Ali 
Nanroop, 
Dibrugarh. 


Q: Kindly let me know which of the following 
two treatment schedules for A.R.V. gives bet- 
ter results. 


1. Sheep brain vaccine: Beta Propiolactone in- 
active. 


Classofbite Adult Child Duration Route 
Class 1 2ml. іші. 7days subcut 
Class2 3ml.  3ml 10days subcut 
Class3 ӛт.  3ml 10days subcut 


2. Central Institute, Kausali. 


Clas] 2 ml. daily for* days irrespective of age and 
weight 
Clas2 Adult-5ml.dalyx Опе booster dose of 
14 days the same quantiy of 
Child-2ml.dailyx vaccine shall be given3 
14 days weeks or later after the 
14th injection. 
Clas3  Adult-Smldailyx The booster doses- one 
14 days 7 days after completion 
of the 14th injection and 
the other two weeks or 
later after the first 
booster dose. 


A. The 1st schedule referred to by Prof. K.V. 
Thiruvengadam (Antiseptic, April 1986 is as 
recommended by the Pasteur Institute of 
Southern India, Conoor, Nilgiris, and the 2nd 
schedule is the recommendation by the Central 
Research Institute, Kausali. . 


A study done at the Pasteur Institute, 
Coonoor, showed that the mortality rate in 
the completely treated (where the animals 
were known to be Rabid) was 7 percent as 
compared 40 56 % in a comparable group, 
which did not take treatment. 


We are not sure if similar studies have been 
done in Central Research 4nstitute, Kausali. 
It will therefore be difficult to comment on 


0. 





the realtive efficacy of the two dosage 
schedules. For practical purposes, either of the 
schedules will suffice. 


(Dr. D.J. Christopher 
Prof. K.V. Thiruvengadam.) 


* * * 


Dr. Viswanatha Rao Dongare, 
Anavatti 577 413. 
Shimoga Dt. 


О. A buffalo has been hit by a rabid dog, 10 
days' ago. During incubation period, a family 
of seven is reported to have consumed milk of 
this particular buffalo. Om the tenth day, buf- 
falo died of rabies. Diagnosis was confirmed 
by the vetrinary physician. Is Immunisation 
necessary for all the seven members of family? 
If necessary, please suggest the best immunisa- 
tion schedule? 


A. Tn the case described above, it is clear that 
the buffalo had contacted rabies from the dog 
bite in view of the veterinarian s report. The 
animal becomes infective in the incubation 
period itself and rabies virus has been isolated 
from the milk of affected animals. Milk there- 
fore is a well known mode of transmission of 
the disease. If the milk has been boiled, it is 
likely that the virus had been destroyed. It 
may not be wise here to assume that the milk 
had been adequately boiled. It is prudent 
therefore to undertake a course of anti-rabies 
vaccination. 


In this context, it may be mentioned that 
the most of the rabid animal and carcasses of 
animals that have died due to rabies are also 
infective. 


The following schedule - recommended by 
the Pasteur Institute of Southern India, 
Coonoor, Nilgiris - may be appropriate: 
Sheep brain Vaccine; Beta propiolactone inac- 
tivated. 


5. ше. 
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Classofbite Adult Child Duration Route 
Class 1 2ml Іш. 7days subcut 
Class2 3ml.  3ml. 10days subcut 
Class3 Sml. 3ml. 10days subcut 


Consumption of infected, unboiled milk 
should be treated as Claşs 1 in the above 
schedule. 

( Dr.D.J. Christopher 
Prof. K.V. Thiruvengadam. ) 


* * * 


Dr. M.M. Pandya 
Madi Post, 
Surat 394 340. 


Q. А young boy about twelve years of age, a 
case hydrophobia was unable to swallow the 
tablet diazepam with water. But he swallowed 
the tablet easily without the water. Why did 
he not find trouble of dysphagia when he took 
the tablet alone? Is there any specific reason 
for getting convulsion or irritation only due to 
water in taking or looking at it? 


А. The answer to this question lies in the first 
sentence of the question itself. Hydrophobia 
means fear of water. When food or water - 
especially the latter - comes in contact with 
the fauces; there is intense spasmodic contrac- 
tions of the muscles of deglutition, making it 
difficult to swallow. This causes such fear in 
the patient that the very sight of water may 
lead to these painful contractions. Hence the 
diffculty to swallow with water, 


( Dr. D.J. Christopher 
Prof. К.У. Thiruvengadam. ) 


* * * 


Dr. Francis K. Alappatt, 
Karanchira, 
Kattur, Kerala 680 702 
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Q. Let me know the details of the male con- 
traceptive recently introduced. I would like to 
know the side effects and contraindications, if 
any. 


A. Itis not clear which male contraceptive the 
questioner is referring to. In the passage 
below, an attempt has been made to deal with 
the various modes of male contraception. 
More work has been done in the development 
of a male pill than any other aspect of male 
contraceptions. The search for male pill began 
in 1950. Till now, no product has come to the 
stage of large scale clinical trials. Researchers 
are trying to discover drug which will effect 
contraception through one of the following 
modes: | 


a) Prevention of spermatogenesis. 

b) Interference with storage and matura- 
tion of sperms 

c) Prevention of sperm transport in the vas 

d) Alteration of the constitution of seminal 
fluid 


Most of the research has been done with 
a view to developing drugs which prevent sper- 
matogenesis. А combination of androgen and 
progesterone is one such drug. experimental 
studies have used DMPAZOO + Testosterone 
Enanthate. 


Cyproterone Acetate is an anti-oestrogen 
compound which interferes with the function 
of epididymis, in which physiological matura- 
tion of the sperms occur. It is therefore, said 
to induce functional sterility, when given in 
doses of 5-10 mgs. daily. Gossypol, a bye-pro- 
duct of cotton' has been used as a male con- 
traceptive in China since 1972. In doses of 10- 
20mgs. daily, it produces oligospermia in two 
months after which it is given in a dose of 50 
mys. weekly. The exact mechanism of action 
is not known and reversal is not totl on discon- 
tinuing the drug. It must be emphasised at this 
stage that all the drugs mentioned above are 
still undergoing experimentation and therefore 
have not been cle&red for routine clinical use. 
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There have also been modifications pertaining 
to vasectomy, a relatively older mode of male 
contraception. Techniques of reversible occlu- 
sion of vas using valves and plugs have been 
developed and non-surgical occlusion by injec- 
tion of chemicals like ethanol and formal- 
dehyde into the vas are being tried. In addi- 
tion, immunological modes of contraception for 
both males and females are being investigated 


upon. 


(Dr. D. J. Christopher, 
Prof. K.V. Thiruvengadam.) 


* + * 


Dr. B. Rajanna 
Belagur 4 
Hosadurga 
Chirtradurga 


Q. Please enumerate in detail about the 
feasibility of cochlear implantation to a deaf 
child. 


A. Cochlear Implant is one of the latest de- 
velopments in the field of Otology. The feasi- 
bility of production of hearing by direct 8th 
Nerve stimulation is the basic principle of 
Cochlear implant. 


Normally sound waves are conducted. 


through middle ear, converted into acoustic 
energy, transmitted to inner ear. This mechan- 
ical energy is converted again into electrical 
energy by the hair cells of organ of Corti in 
the inner ear. The electrical equivalents of 
sound waves called Cochlear Microphonics, 
stimulate the 8th Nerve endings connected to 
hair cells and nerve impulses reach the aüdit- 
ory cortex of the brain. 


In children with sensorineural deafness the 
cochlear fugction is lost and so there is no 
production of electrical energy to stimulate 8th 
nerve fibres. The cochlear implant attempts to 
replace the lost function of the cochlea. In the 
present state of development, single channel 
cochlear implant provides information which 
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is beneficial to totally deaf patients (sen- 
sorineural), but no speech discrimination. 
Trial is going on with Multichannel (stimula- | 
tion device) Cochlear Implant with a hope of 
giving speech discrimination. 


* * * 


Single channel cochlear implant, though 
could not give speech discrimination is able to 
provide the following benefits: 


1. Identify source of sounds from external en 
vironment. 

2. Great benefit for lip reading. 

3. Speech production more recognisable. 

4. Psychological satisfaction to the patient. 


At present, postlingually deaf children are 
suitable patients for cochlear implant. Prelin- 
gually deaf and congenitally deaf children are 
not ideal cases for this procedure, unless the 
auditory nerve pathways to the cortex are in- 
tact and function normally as tested by cortical 
evoked response audiometry. 


In recent years, Transcutaneous Extra 
Cochlear Implants are tried with success. It 
has special advantage that it does not encroach 
the inner ear and so no damage to the inner 
ear hair cells or nerve fibres which is possible 
with-single or multichannel cochlear implant. 


in conclusion, Cochlear Implant is not a 
new type of hearing aid which amplifies the 
incoming sound in the ear. The cost of this 
device and its surgical application is very high 
and can not be afforded by common man. Still, 
it has opened the avenue for future research 
with indigenous systems so that a poor deaf 
man might be benefitted. 


(Dr. K.N. Shahul Hameed) 


* * * 
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| Occasional Review 


Neuroleptic Malignant Syndrome 


Few psychiatric emergencies create more 
fear and confusion than the neuroleptic malig- 
nant syndrome (NMS). Not uncommonly, pa- 
tients will present with temperatures of 103° 
to 105?F, severe extrapyramidal dysfunction 
resulting іп trismus, lead-pipe rigidity, 
choreiform movements, laryngospasm and 
opisthotonos, autonomic dysfunction such as 
tachycardia, unstable blood pressure, 
diaphoresis, dyspnea or tachypnea, urinary in- 
continence and fluctuating levels of conscious- 
ness. 


The syndrome affects 0.5% to 1.4% of in- 
dividuals on neuroleptic medications, with 
men affected two to five times more often than 
women. Twenty percent of diagnosed cases 
result in death, usually from respiratory arrest, 
myoglobinuria with acute renal failure, or car- 
diovascular collapse. 


Operational criteria for the diagnosis of 
neuroleptic malignant syndrome have been 
proposed by Pope et al. All of thethree follow- 
ing signs must be present for diagnosis: Hyper- 
thermia of 37.5°C or higher, of unknown etiol- 
ору; severe extrapyramidal side effects, 
characterized by at least two of the following; 
lead-pipe muscle rigidity, cogwheeling, 
sialorrhea, oculogyric crisis, retrocollis, opis- 
thotonus, trismus, dysphagia, choreiform or 
dyskinetic movements and flexor-extensor 
posturing; autonomic dysfunction charac- 
terized by at least two of the following: hyper- 
tension (at least 20 mm rise in diastolic pres- 
sure above baseline), tachyacardia (at least 30 
beats above baseline), tachypnea (at least 25 
respirations/minute), prominent diaphoresis 
and incontinence-of bowel or bladder. 


When one looks at the signs and symptoms 
of NMS, what is striking is that there is an 
imbalance o« dysregulation of function rather 
than a lack of function. The extrapyramidal 
dysfunction indicates a disruption of the basal 
ganglia. This is where complex voluntary 
movements that allow for smooth motor ac- 


rated. 


Temperature dysregulation would suggest 
problems with the brain’s thermoregulatory 
center. The autonomic dysfunction is man- 
ifested by alternating sympathetic (sweating, 
tachycardia, dilated pupils) and parasym- 


. pathetic responses (bradycardia, urinary and 


fecal incontinence), i.e., both cholinergic and 
nor-adrenergic neurons are being stimulated. 
This temperature and autonomic dysfunction 
would suggest that the affected anatomic site 
would be the control centres of the 
hypothalamus. 


The third anatomic site that is involved in 
the acute phase of NMS would be the musculo- 
skeletal system-in particular the sustained 
muscular contractions that can cause avulsions 
and subluxations - increase in body tempera 
ture, and rhabdomyolysis with its resulting 
myoglobinuria and renal failure. 


Thus, in treating an acute episode of NMS 
the clinican - after initating the ABC’s of 
emergency life support - is ultimately con- 
cerned with stabilizing the function of the basal 
ganglia, hypothalamus and musculo-skeletal 
system. 


Pathophysiology: 


Based on clinical studies three hypotheses 
have been discussed in the literature. 


The first, and most promising hypothesis 
involves the underactivity of the dopaminergic 
system within the basal ganglia and the 
hypothalamus caused by а neuroleptic 
dopamine blockade. A successful therpeutic 
strategy has been to remove the dopamine 
blockade by stopping neuroleptics and ad- 
ministering dopamine agonists such as 
bromocrptine. Important to note is the need 
for a dopamine agonist, since stopping 
neuroleptics does not have an immediate effect 
because of the relatively long half-life of most 


tions and automatic movements are integ- neuroleptics. In addition, antiparkinsonian 
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medications such as benztropine, which con- 
trol extrapyramidal side effects, should be con- 
tinued. 


The second hypothesis suggests that the 
sarcoplasmic reticulum, the organelle within 
muscle cells that regulates the release of cal- 
cium ions that cause muscle fibers to contract, 
releases too many calcium ions causing sus- 
tained contractions and fever. This hypothesis 
is supported by the successful response of some 
NMS patients to Dantrolene, a skeletal-muscle 
relaxant that acts by blocking the outflow of 
calcium ions from the sarcoplasmic reticulum. 


The third, and least tested hypothesis is 
Sandyk's endogeneous-opioid system dysfunc- 
tion. Sandyk postulates that an overactivity of 
beta-endorphins decreases dopaminergic ac- 
tivity (causing a relative dopamine blockade), 
vis-a-vis a primary dopamine blockade caused 
by neuroleptics; while an underactivity of beta- 
endorphins causes the autonomic dysfunction 
observed. 


* * * 


Treatment: 


А review of the literature suggests the fol- 
lowing treatment protocol after the diagnosis 
of NMS has been made: 

1. Discontinue neuroleptics. 

2. Initiate life-support measures. Maintain ге- 
spiratory and circulatory systems, hydra- 
tion, reduction of fever, etc. 

3. If patient is able to swallow: 
Bromocriptine 7.5 - 60mg/day in divided 
doses every eight hours. Note: Bromocrip- 
tine is produced only in oral form. 

4. If patient is unable to swallow: 
Dantrolene 0.8 - 2.5 mg/kg body weight, 
administered intravenously every six hours. 
Note: It is not recommended that bromoc- 
riptine be crushed and administered 
through a nasogastric tube because of the 
high risk of muscle contractions that could 
cause regurgitation and aspiration. 

5. When the patient on Dantrolene is able to 
swallow, begin bromocriptine at previously 
prescribed dosage, and taper off and dis- 


continue Dantrolene. 
6. Treatment on bromocriptine should continue 


for 10 days following clinical improvement. 


(Hawaii Medical Journal-Vol. 47, No. 4-Арп1 1988) 


* * * 


.. Young consultant, who fancies himself as an amateur philologist, on a teaching round 
and at the bedside of a patient with shingles: “The term shingles derives from the Latin 
cingulum, a belt. Fer that reason | prefer to call it zoster. (Turning to Greek student) What 


does zoster mean in Greek?” 


Greek student: "It means a belt, sir” 


* * * 


(BMJ Vol Apr. 89) 


* * * 


Clinical eithics that it is undesirable for doctors to tredt members of their families. 
This is becasuse the imparitiality ‚апд independence necessary for making balanced 
judgements aboout a person's illness cannot exist when treating people with whom the 
doctor has a close relationship. This is, obviously, the case when considering the docter 
is own health. So prudent ethical practice suggests that docters should not prescribe for 
themselves.ln daily practice, however, it is acknowledged that docters often do so, but 
they are advised to limit the practice so far as possible and never to prescribe or self 


diagnose in the event of serious illness. 


(BMJ Vol 298 Арг. 89) 
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How Escherichia coli infects the urinary tract: 


Urinary tract infections are a common 
cause of morbidity, especially among other- 
wise healthy women of childbearing age. An- 
tibiotic therapy will cure the infection in ap- 
proximately 80 percent of such women, addi- 
tional episodes occur in the rest. Most recur- 
rent infections are new infections with diffe- 
rent bacterial strains which óccur in women 
without demonstrable structural or neurologic 
abnormalities of the urinary tract. Such women 
are considered to be infection prone. In 80 to 
90 percent of such cases a single bacterial 
species, Escherichia coli, is the responsible 
pathogen. 


Most episodes of infection are preceded by 
colonization of the patient s fecal flora, vaginal 
mucosa, and periurethral region by the same 
strain of E. coli later found in the patient s 
urine. Uropathogenic E. coli usually have a 
restricted number of serotypes. They are 
hemolytic and resistant to the bactericidal ac- 
tion of normal human serum, and they adhere 
to the squamous and adherence Бу 
uropathogenic E.coli to the mucous mem- 
branes of the genitourinary tract appears to 
be a necessary prerequisite for successful col- 
onization. Adherence is mediated by proteins 
on the surface of the bacterium that are termed 
adhesins. E.coli adhesin proteins are usually 
located on the distal lips of thin filaments, 
termed pili or fimbriae, that project several 
microns from the bacterium like spokes radiat- 
ing from the hub of a wheel. 


E. coli pili are classified according to the 
receptors specificity of their adhesin proteins. 
One hundred percent of E. coli organisms from 
the urine of patients with pyelonephritis and 
65 percent fpom patients with cystitis produce 
Gal-Gal pili; these bind a galactosyl-1, 4-B. 
galactose. This disaccharide is a component of 
some glycoproteins and all globoseries glycos- 
phingolipids, three of which make up the angi- 


‘cordingly, pili with this binding specificity are 


also termed P fimbriae. The receptor for Gal- 
Gal pili is present on epithelial cells lining the 
collecting ducts renal pelvis, ureter, bladder 
and vagina. Gal-Gal pili are probably essential 
for the production of pyelonephritis in most 
women with anatomically normal urinary 
tracts, whereas Type I pili may be important 
in the production of cystitis. Women with re- 
current urinary tract infections either have 
more adhesin receptors on their genitourinary 
mucosa and therefore more binding sites for 
E. coli or they have fewer soluble receptor 
compounds in their mucosal secretions (i.e. 
are nonsecretors) 


The present evidcnce favours the first pos- 
sibility, Women with recurrent urinary tract 
infections are more likely to be nonsecretors 
than women who are not infection prone. The 
epithelial cells of secretors exhibit fucosyl- 
transferase activity. This activity is associated 
with the expression of the A,B and H blood 
group oligosaccharides on the surfaces of these 
cells, where these oligosaccharides cover and 
obscure the less prominent adhesin receptor 
oligosaccharides, much as the trees of a forest 
conceal low growing shrubs. In contrast, the 
epithelial cells of nonsecretors lack fucosyl- 
transferase activity; the A,B and H blood 
group oligosaccharides are not expressed. 
Consequently, the adhesin receptors may be 
more accessible. 


The foregoing discussion suggests a possi- 
ble three pronged strategy that might prove to 
be superior to antibiotic therapy for the 
prophylaxis or treatment of urinary tract infec- 
tion. First, the risk of infection in women could 
be evaluated by determining their secretor 
status or by directly measuring adhesin recep- 
tor accessibility on voided uroepithelial cells. 
Second, infection-prone women could be vac- 
cinated with Gal-Gal and perhaps Type I pili 
or with their respective adhesin proteins. 
Third, soluble oligosaccharide analogues of 


gens of the human P blood group system. Ac- (һе receptors of Gal-Gal pili, Туре I pili, or 
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both might be used in vivo to inhibit competi- 
tively adhesin mediated colonisation of suscep- 
tible mucous membranes. 


(The New Eng. J. of Med. Vol. 320. March '89) 


* * ж 

Cerebral aspergillosis: 

Cerebral aspergillosis is 
a disease associated with medical progress. Its 
incidience has increased drmatically in the era 
of transplantation and improved therapy for 
hematologic malignancies. Prior to the intro- 
duction of antibiotics and immunosuppressive 
drugs, neurologic aspergillosis ususally was an 
isolated infection that started in the paranasal 
sinuses or orbits and extended to the anterior 
fossa. 


The first case of disseminated aspergillosis 
with cerebral involvement was reported in 
1947. Some cases have occurred in apparently 
healthy infants. Most cases, however have 
been associated with acute leukemia, lym- 
phoma, or transplantation. Both renal and car- 
diac transplantation patients are particularly 
susceptible, and cerebral aspergillosis should 
be strongly suspected when these patients de- 
velop neurologic deficits. Most of these pa- 
tients are being treated with broad spectrum 
antibiotics. Other predisposing factors include 
cardiac surgery with fungal endocarditis, hepa- 


tic failure, and Cushing's disease. Cerebral. 


aspergillosis can accompany Cushing's syn- 
drome from a variety of sources including ec- 
topic adrenocorticotrophic hormone produc- 
tion. The importance of corticosteroids as а 
predisposing factor in aspergillosis is well 
known. 


The clinical picture may be nonspecific, 
with lethargy and obtundation. However, 
there are characteristic focal deficits. These 
often develop rapidly with stroke like deficits 
or seizures. This is due to the pathogenesis of 
all illness which involves hematogenous dis- 
semination and vascular invasion. The illness 
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usually originates in the lungs. Most patients 
therefore show progressive pulmonary infil- 
trates or cavitary lesions prior to or coincident 
with the onset of neurologic symptoms. 


The fungus shows a striking predilection to 
invade blood vessels. This results in vascular 
thromboses and more rarely, mycotic 
aneurysms and subarachnoid hemorrhage. 


The involvement of large arteries is charac- 
teristic of this type of mycotic aneurysm. 
Stroke like deficits or seizures are the result 
of vascular thrombosis due to compromise of 
the vascular lumen by the fungus. Patients 
often show sudden and rapid deterioration. 


The patients are almost invariably febrile, 
despite frequently being on corticosteroids and 
immunosuppressive drugs. The cerebrospinal 
fluid is frequently abnormal with increased 
white cell count and protein. However the fun- 
gus usualy cannot be cultured. Bronchoscopy 
with endobronchial biopsy or open lung biopsy 
is the most reliable means of establishing the 
diagnosis. 


The CT findings do not adequatly reflect 
the severity of the disease, magnetic resonance 
imaging (MRI) scans will undoubtedly be more 
sensitive in the posterior fossa. 


Despite full dose treatment with am- 
photericin and 5 fluorocytosine, lesions prog- 
ress rapidly and most patients die within a few 
weeks of onset. The major objective of treat- 
ment therefore should be prevention in high 
risk groups such as patients with leukemia or 
transplants. The usefulness of nasal cultures 
in this regard has been suggested. Improved 
serologic tests may also become available. 
Early recognition and treatment of pulmonary 
aspergillosis is probably the most successful 
way to prevent central nervous s¥stem dissemi- 
nation. 


An interesting aspect is that it is virtually 
never encounteted as a central nervous system 
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complication of acquired immunodeficiency 
syndrome (AIDS). The presence of a severe 
disturbance in cell mediated immunity alone 
is therefore not sufficient to result in aspergil- 
lus infections. It is likely that the use of broad 
spectrum antibiotics alters normal bacterial 
flora, allowing fungal invasion, or that the use 
of corticosteroids uniquely predisposes to as- 
pergillus infection. 


(New York State of Med. Dec. 88) 


* * * 


Pathogenesis and chemotherapy of rheumatoid 
arthritis 


Rheumatic diseases are not uncommon and 
are often chronic. Consequently, non-steroidal 
anti-inflammatory drugs (NSAID s) are among 
the most frequently prescribed pharmacologi- 
cal agents and are the mainstay of symptomatic 
therapy for rheumatic diseases. 


It is generally accepted that the phar- 
macotherapeutic mechanism of NSAID s is in- 
hibition of the’ cyclo-oxygenase enzymes of 
various cells, thereby blocking the extracellu- 
lar release of stable prostaglandins (PG s) and 
preventing PG-mediated fever, pain and swel- 
ling. The large increase in the number of dif- 
ferent NSAID s which have become available 
during the last 30 years, while associated with 
improved therapeutic indices, has not been ac- 
companied by significant advances іп 
therapeutic efficiency. Indeed, the failure of 
NSAID s to influence disease progression in 
rheumatoids are not primary factors in the 
pathogenesis of -erosive jdint damage. 
Moreover, the wisdom of long-term 
chemotherapy with NSAID s has been ques- 
tioned, especially in the light of fairly recent 
observations that PGE1 and PGE2 are anti-in- 
flammatory*and immunosuppressive. * 


Neutrophils are indispensable components 
of the host defence against microorganisms, 


and, when activated, generatt a series of indis- 
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criminate reactive oxidants which are primarily 
antimicrobial. Presumably phagocytosis has 
evolved to selectively expose micro-organisms 
to reactive oxidants intraphagocytically, 
thereby protecting host tissues. Activation of 
neutrophils should therefore be transient, pro- 
tective and promptly down regulated to 
minimise the potential hazard of oxygen toxic- 
ity to host tissues. Ominously, however, these 
oxidants as well as various granule enzymes, 
are released extracellularly in large amounts 
during chronic activation of neutrophils. The 
oxidant-generating enzyme in phagocytes is a 
membrane-associated, multicomponent elec- 
tron-transporting NADPH-oxidase, which 
promotes the univalent reduction of molecular 
oxygen to the superoxide anion. Superoxide 
is a relatively weak and highly unstable oxidant 
which rapidly dismutates to generate the po- 
tent oxidant, H5O;. The oxidising potential of 
Н,О, is enhanced by about 1000-fold by the 
granule enzyme myeloperoxidase, which 
utilises H,O, to oxidise chloride ions to - 
hypochlorous acid (HOCL). This oxidant 
(HOCL) is extremely toxic and may directly 
damage host tissues. An alternative and more 
significant mechanism of HOCL-mediated tis- 
sue damage is by oxidative potentiation of the 
activity of granule proteases released by neut- 
rophils. Neutrophils possess three major neut- 
ral proteases elastase, collagenase апа 
gelatinase which can attack key components 
of the extracellular matrix such as collagen, 
elastin, proteoglycans and glycoproteins. 
HOCL acts in concert with these protelytic 
enzymes to enhance their tissue-destructive 
potency. In the case of elastase, HOCL prom- 
otes oxidataive inactivation оѓџ-1-ргоћеаѕе in- 
hibitor (-l-antitrypsin) the major plasma in- 
hibitor of this enzyme, leading to uncontrolled 
elastolytic activity. The metalloproteinases, 
collagenase and gelatinase, are secreted in a. 
latent form by neutrophils and undergo oxida- 
tive activation on exposure to HOCL. These 
interactions between — neutrophil-derived 
HOCL and proteinases, leading to simultane- 
ous neutralisation of protease inhibitors and 
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activation of latent proteinases, create an en- 
vironment with enormous destructive poten- 
tial. 


Inhibition of the generation of superoxide 
(the precursor of HOCL) byphagocytes can be 
achieved by agents which interfere with trans- 
ductional mechanisms involved in activation 
of latent NADPH oxidase, or by drugs which 
inhibit the interactions of the components of 
NADPH oxidase. The former are probably too 
toxic for clinical use, while the latter group 
includes the lysosomotropic weak base agents 
such as chloroquin. Other pharmacologic 
agents exert their anti-oxidant activity by 
scavenging mechanisms, which enable them to 
neutralise the rectivity of oxidants without af- 
fecting their generation by phagocytes. The 
thiol compounds D-penicilamine and au- 
rothiomalate are potential scavengrs of HOCL 
in vivo. Itis noteworthy that the disease remis- 
sion inducing agents chloroquine, D-penicil- 
lamine and gold thiols are all anti-oxidants. 


(SAMJ Vol. 75 15 APL 1989) 
* * * 
Portal Hypertension: 


This is still a major challenge to any clini- 
cian particularly because of the catastrophic 
bleeding which can occur from the accompany- 
ing venous varices. The venous anatomy of 
the oesophagus is now well understood follow- 
ing the development of refined high resolution 
cast techniques, and major bleeds come from 
the deep intrinsic veins which can be six times 
larger in patients with varices than in normal 
subjects. 


Bleeds can also occur from the superficial 
venous plexus, out are not responsible for 
major bleeds as they have no direct connection 
with the deep intrinsic vessels. 


Bleeding from oesophageal varices consti- 
tutes a major medical emergency and patients 
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should be admitted to intensive care for resus- 
citation and emergency sclerotherapy. At- 
tempts can be made to lower the portal venous 
pressure using vasopressin and nitroglycerine, 
glypressin or somatostatin. Balloon tube tam- 
ponade can be very effective in controlling 
bleeding, but has come under criticism from 
some quarters. In many cases, failure of this 
technique can often be ascribed to ignorance 
of how to use the tube rather than to deficien- 
cies of the tube itself. In any event, balloon 
tube tamponade can only be regarded as a 
temporary expedient, and more specific 
emergency treatment would be sclerotherapy, 
shunts or transection and devascularisation. 


As with other conditions, management 
needs to be tailored to the individual patient, 
but in broad terms, comes down to repeated 
sclerotherapy ог more drastic surgical 
techniques such as portosystemic shunts or 
transection and devascularisation procedures. 
Prophylaxis is difficult because the presence 
of varices may not be suspected until the first 
bleed occurs. At present there is no justifica- 
tion for prophylactic sclerotherapy because it 
can actually provoke bleeds. 


With any new and effective procedure, 
there is always a danger of letting enthusiasm 
overrule prudence, and carrying out too many 
investigations. In the case of endoscopy, this 
is not only expensive and time consuming, but 
as it is not a particularly pleasant experience 
for the patient, it should only be carried out 
where absolutely necessary. Sacks et al. re- 
ported how they had used a modified from of 
Holdstocks criteria to reach the conclusion that 
up to one third of patients with dyspepsia could 
have avoided endoscopy. Empirical treatment 
with antacids and adequate follow up and en- 
doscopy for those with continuing symptoms 
should ensure that organic disease sloes not go 
undetected. 


(Supplement to SAM] Aug: ’88) 
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Thrombocytopenia іп systemic lupus 


erythematosus responsive to dapsone 


A 29 year old woman presented in 1980 
with a four year Ristory of discoid lupus 
erythematosus on the face. She had previously 
reported transient vasculitic lesions on the fin- 
gers and distal arthropathy 


Her skin condition was treated with Dap- 
sone 100mg daily for two months with an excel- 
lent response. A year later in June 1981 her 
skin lesions relapsed and she was found to be 
thrombocytopenic, Treatment with Dapsone 
100mg daily was restarted and after 10 days 
her platelet count had risen. She stopped tak- 
ing the drug after two weeks because her skin 
had improved, and the platelet count fell prog- 
ressively. 


The thrombocytopenia has since persisted, 
associated with purpura under sites of pressure 
from clothing, and the discoid lesions on her 
face have relapsed once or twice a year. 
Further investigations during relapses have 
shown a marrow with normally maturing 
megakaryocytes but few platelets. 


The patient has received several further 
courses of Dapsone. A dose of 100 mg/day 
reliably improves the skin and platelet count 
within about a month. No relation has been 
observed, however, between Dapsone treat- 
ment and biochemical indices of disease activ- 
ity. Furthermore, in January 1985, when her 
thrombocytopenia and discoid lesions were 
controlled by Dapsone, her gerieral condition 
worsened and she required systemic steroids 
to suppress her vasculitic lesions and ar- 
thropathy. In general, however, her skin and 
platelet problems have been successfully con- 
trolled for Ях years by Dapsone with no side 
effects. 


(BMJ Vol 297 July.88) 
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Male infertility 


When a couple have been trying to con- 
ceive for some time and have become anxious, 
the first person they usually consult is their 
GP. With an understanding of the issues in- 
volved the GP can help the couple by having 
a preliminary discussion, and later by ensuring 
that they are receiving a sensible test and treat- 
ment programme. 


Before referring for hospital tests, the GP 
can cover a few points. A realistic time to try 
to conceive before seeking help is one year, 
during which time about 85% of couples, will 
have been successful. Some couples have an 
unrealistic expectation of being able to plan a 
pregnancy precisely. This is encouraged by the 
marketing of ovulation prediction tests. If con- 
ception does not occur within a few months, 
a high level of anxiety results, which will itself 
reduce fertility. 


Infertility introduces stress into the sexual 
relationship. The GP can help to reduce this, 
while at the same time checking that ejacula- 
tion takes place vaginally often enough to pro- 
duce a pregnancy. Infertility often leads to the 
couple attempting to have intercourse at ovu- 
lation time. This is based on the myth that a 
man should save up sperm for the right day . 
Following abstinence, the sperm count rises, 
but the quality declines. 


Sexual activity gives a boost to testosterone 
levels, and hence to sperm production and 
maturation. The cervical mucus is receptive to 
sperm for about four days, acting as a reservoir 
and slowly releasing them into the upper repro- 
ductive tract. Therefore, any couple making 
love every three to four days (or more) cannot 
possible miss the right time. The psychological 
effects of having sex to order can be diaastrous. 
This is one of the reasons why temperature 
charts are banned in our cunics. 
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Relevant factors in the man s history in- 
сінде late descent of the test is, cytotoxic 
therapy, inguinal hernia repair and sexually 
transmitted diseases. Medication that may af- 
fect fertility includes anti-hypertensives and 
antidepressants. 


Sperm production is very sensitive to life- 
style. Factors include drug use (usually smok- 


ing and alcohol), overweight, occupational 
hazards and stress. Many men are of marginal. 


fertility, and a close look at life-style followed 
by some changes may be all that is needed to 
improve it. We have noted the effect of stress 
in semen donors over many years - at exam 
time the semen samples are often of no use at 
all. 


At least two semen analyses should be per- 
formed in parallel with the initial female inves- 
tigaion. There should be an interval of at least 
a week to account for the variability of sprem 
production. Sperm count is not important it- 
self. It is true that if the man s testes produce 
few sperm, these are more likely to be of poor 
morphology and motility, but it is the poor 
quality that leads to infertility, not the low 
count, if normal sperm are present which can 
swim actively through cervical mucus, then the 
man is potentially fertile. | 


Watch for over-optimistic reporting: a re- 


port of 90% normality probably means the lab 
does not have a good enough microscope to 
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see the deformities. The best semen donors 
produce only 60-70% normal sperm. 


Be aware of post-coital test results. A nega- 
tive test may be automatically ascribed to the 
woman. Hostile mucus is nearly always due to 
anovulation, mistiming of the test or infection. 
If none of these applies, the most likely cause 
is poor quality sperm. Be prepared to refer 
the couple to a specialist clinic for a semen- 


mucus cross-hostility test. 


Semen analysis results should tell you 
whether the sperm are likely to function nor- 
mally; if not, whether further tests are indi- 
cated and whether they are suitable for in vitro 
fertilisation (IVF). 


Drug treatments which are useful are those 
used when semen analysis and supporting tests 
indicate infection, immature sperm (low tes- 
tosterone) or antisperm antibodies. 


Although developed for tubal occlusion, 
IVF offers a direct test of the fertilising ability 
of the sperm, and a treatment option for male 
subfertility. Gamete intra-fallopian, transfer 
(GIFT) has to be used with care, as one loses 
the opportunity to observe whether the sperm 
were capable of fertilisation. 


If no treatment is avaiable for male infertil- 
ity, then insemination with donor sperm (DI) 
is a possibility. 


(The Practitioner, 22 Nov. 88 Vol. 232) 


* * * 


Lost yeor only 14 residents of €urope uere diágnosed os having cholera (World 
Health Organisation Weekly €pidemological Record 1989; 64: 141-2) All had acquired 
the disease outside Europe. Indigenous cases occurred in Australia and the United States, 
Where the disease was contracted from oysters. In Angola, with 15,500 cases, and India, 


with 9000 the disease remains endemic. 


(BMJ Vol 298 June. 89) 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available 
for ready supply to Medical Profession in India. 


The vaccine 15: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i) Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 


Available in phials of 10 ml. only. 
Price: Active Type : Rs. 195/- per phial. 
Retard Active Type : Rs. 590/- per phial. 


Kindly send full money in advance by DD/MO payable to Gen. Secretary, College of Chest Physicians. 


MEMBERSHIP/FELLOWSHIP CERTIFICATION 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 


Fees schedule: 


Membership (МССР) - Rs. 3507 
Fellowship (FCCP) - Rs. 600/- Life Membership - Rs. 750/- 
Life Fellowship - Rs. 1000/- Renewal Fee Rs. 25/- year 


Minimum eligibility: M.B.B.S., 

Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committe. 

For details contact: 

Secretary General 

College of Chest Physicians 


P.O. Box 6551, B-9, Tagore Garden, New Delhi - 110 027. 
Phone: 502204. 
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Bandages 


S.V. Perulekar 


Publishers: Vora Book Centre, 
6, Princess Building, 
Near J.J. Hospital Signal, 
Ebrahim Rahimatulla Road, 
P.B.No.3293, 
Bombay - 400 003. 

Year: 1989 

Price: Rs 25/- 


This is a convenient small book giving good 
illustrative descriptions of bandagess and ban- 
daging methods. 


Scrotal suspension bandages and figure of 
8 bandages for clavicle fractures and bones 
strapping for acromio clavicular joints have not 
been included. This would complete the full 
list. 


(Dr. A. Subramanian) 
* * * 


Obstetrics and Gynaecology in General 
Practice 


John Eddy 
John Owen 


Publishers: Churchill Livingstone London 


Publications: B.I.Publications,. 
Promotion Department, 
61-63, Lakshmi Building, 


4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay 400 001. | 
Year: 1987 
Price: £ 19.90 


Maternity Practice is slowly getting into the 
hands of specialists. However, family doctor 


ical procedures are advised by an expert. The 
pregnant woman s relatives always take the 
advice of their family doctor. This book which 
is more an update really can guide a general 
practitioner about the idea with which consul- 
tant would have opted for the investigation 
and treatment. I wish the author brings out 
many more books for the needy doctors who - 
can not afford to go for voluminous studies to 
learn about recent advances. 


(Dr. Jayam Kannan) 


* * * 
The psychology of Childbirth 


Joyce Prince 


Margaret E. Adams 


Publishers: Churchill Livingstone 
London 

Publications: B.I.Publications, 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay 400 001. 


Year: 1987 Price: 
Price: £ 7.95 


This book, Psychology of child birth is of 
real help to those interested in social medicine. 
It is also more useful for the expectant mother 
and the family. Chapters on sex of the child 
feeding practices and management of hand- 
icapped child are really chapters which can be 
reprinted in standard text-books. Problems of 
a mother going home with empty hands after 
à still-birth have been well explained. The 
book as a whole is excellent and it will be 
worth a translation into the respective lan- 
guages for patient's sake. 


(Dr. Jayam Kannan) 
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Clinical Diagnosis 
V Edition 


Richard D.Judge 
George D.Zuidema 
Faith T.Fitzgerald 


Publishers: Little Brown & Co., 


Boston & Toronto 


Publications: B.I.Publications (P) Ltd. 
Promotion Department 
61-63, Lakshmi Building 
4th Floor, Sir P. M.Road 
Bombay 400 001. 


Year: 1989 
Price: £ 29.50 


This book is, in its content and presenta- 
tion, somewhere in between a textbook of in- 
ternal medicine and a book of clinincal 
methods. It further precludes a strict classifica- 
tion into either of these, by the addition of 
chapters on paediatric examination and exami- 
nation of injured patient. An example of a 
comprehensive medical record, with all the 
American abbreviations (thoughtfully, expan- 
sion of all the abbreviations has been given 
separately) has been given as well. Line diag- 
rams are excellent and plenty (with some re- 
dundancy), black and white photographs are 
very clear, including the X-Rays. A broad- 
based book, both literally and in respect of its 
content, readable, and adds to the variety of 
texts on clinical examination for the student 
with insatiable appetite for books and their 
flavour. 


(Dr.N.Hariharasubramanian, MD. Ph.D) 
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Clinical Pharmaclology for nurses. 
12th Edition (1989) 


Authors: J.R.Trounce 
K.M Marks 


Publishers: Churchill Livingstone 


London 


Publications: B.I Publications (P) Ltd 
Promotion Department 
61-63 Lakshmi Building 
4th Floor, Sir P.M Road 
Bombay - 400 001 


Year: 1989 


Price: £ 3.00 s 


The book will serve well the student and 
the trained nurses, who wish to learn the basis 
of the use of drugs and their abuse effects. It 
gives a clear and concise account of drugs in 
common use currently (in the West) in simple 
language. The present edition is thoroughly 
revised and updated, with nursing education 
and the role of the nurse in patient care in 
mind. A very useful addition to the discussion 
in the Nursing Point given in appropriate 
places at the end of the discussion. 


The book is nicely got up and is printed in 
easy to read large type which makes quick re- 
ference and reading, a lot easier. 


The book is priced low to be within the 
reach of the nursing student. 


(Dr. S. Vembar) 
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DOCTORS 


Why not do the Blood Glucose 
Test yourselves 

INSTANTLY * ACCURATELY * EASILY 
BY USING ELECTRONIC 


EMCO GLUCOTEST METER 


(Collaborator: Medistron Ltd., U.K.) 





Simple; light (190 gms); 
consistent accurate instant 
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warranty. 
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e A distinctly different fundamental bactericidal action — DNA gyrase blockade 
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A new book that doctors should prescribe to their patients 


SEX AND DISEASES 
by R. H. Dastur 


"Sex and Diseases I am certain will 







"This book, written by an eminent 





be a bestseller. I hope that millions of 
people will read it and learn from 
it ,5 


Prof. STANLEY R. MOIILER 
Wright State University, U.S.A. 


physician in his own inimitable style 
and in simple language conveys to the 
youngster very useful information on 
the subject, a book every young per- 
son ought to read and digest. "' 


Dr. B. A. DARUVALA 























Venereologist 






Dr. Dastur's other Bestsellers 

Sex Power Rs. 48.00 

Are You Killing Yourself Mr. Executive ? 
Rock Around The Clock Rs. 25.00 


Send your orders to : POPULAR PRAKASHAN PVT. LTD. 
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POPULAR BOOK DEPOT 

217 Raja R: a Mohan Roy Road, Bombay 400 00* 
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Glimpse into History i 


Trends in the early history of psychiatry 


Greece is considered the cradle of Western 
Medicine; and, like many other aspects, treat- 
ment of mental illness on a scientific basis had 
its origins in ancient Greece. The physicians 
of the times, the foremost among whom was 
Hippocrates strived to establish their role in 
diagnosis and therapy of the maladies of the 
mind, which was held as the prerogative of 
religion and philosophy. Hippocrates de- 
scribed melancholia and mania and noted the 
occurrence of mental symptoms in several 
physical illnesses (the modern somatopsychic). 
He suggested a physical cause, humidity of he 
brain, in mental illness (the forerunner of 
biological psychiatry). The Hippocratic tradi- 
tion was continued in Rome: Aesclepiades 
(c.50 B.C) distinguished between delusions 
and hallucinations. He even condemned the 
use of the term insanity . He ushered in occu- 
pation therapy for the mentally ill and objected 
to solitary confinement of such patients. 


Scientific tradition went into oblivion dur- 
ing the next millenium and superstitious and 
barbarous practices and their proponents the 
exorcists and demonologists thrived while the 
patients were tortured and burnt to death,The 
term hysteria was used rather loosely for all 
kinds of mental illnesses. The Greek traditions 
of humanism were retained in a few monas- 
teries in Spain, where the first hospitakexclu- 
sively for psychiatric patients was started in 
1408. But by and large, in the Middle Ages, 
a lunatic was feared rather than pitied. There 
were epidemics of suicide, mostly because of 
the inhuman approach by the society. Dancing 
menias swept over Europe, disorganising 
whole countries. In the wake of ignorance of 
the cause, witch-hunting began-both literally 
and figuritively. Witch women were burnt at 
stakes by decree of the Pope. The cruel deeds 
continued in the fifteenth and seventeenth cen- 
turies, but a few voices were now begun to he 
heard. Johann Weyer (1550) the founder of 
modern psychiatry condenined witch-hunting 
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and confuted the persecutors with his clinical 
acumen. 


The Western World had to wait another 
two centuries for the dawn of rationalism in 
psychiatry. Іп England, the illness of King 
George III (? porphyria) triggered a rethink- 
ing. William Tuke established and successfuily 
treated mental patients using gentle and kind 
methods with little or no restraint. But at the 
Royal Hospital at Bethlem, "dangerous and 
incurable" patients were still loaded with 
chains and depravity and decrepitude pre- 
vailed everywhere (It was indeed an atmos- 
phere of “БеШат”!). 


Due to the untiring efforts of pioneer refor- 
mers like Tuke, Chierugi, Esquirol, Muller 
and Pinel, the official attitude towards these 
mad houses changed, albeit very slowly and 
by the middle of the nineteenth century, the 
old *bedlams" were replaced by new hospitals 
and psychiatric treatment came a full circle 
back to the Greco-Roman traditions after 
nearly 2000 years. | 


From the end of the last century till the 
present, psychiatry has taken giant scientific 
strides. Emil Kraepelin set the pace, classifying 
manic depressive illnesses and schizophrenia 
and delineating the venereal cause of GPI. 
Charcot gave his melodramatic descriptive de- 
monstrations of hysteria. Sigmund Freud, in- 
spired by  Charcot's displays, founded 
psychoanalysis and charted a new map of the 
mind Atthe beginning of this century, Adolph 
Meyer in US began the less spectacular con- 
cept of psychobiology, something that Hippoc- 
rates and later Soranus of vore had stressed 
centuries earlier. 


After the First World War, the integration 
of psychology and psychiatry against and 
backdrop of the emerging knowledge of the 
brain and its functions was a leap forward, in 
the theoretical firmament of psychiatry as a 
science, while simultaneously, outpatient 





clinics for mentally ill in general hospitals, 
child guidance centres in paediatric hospitals 
and psychiatrists attached to prisons, remand 
homes, etc., all came into being in countries 
like England. 


The last fifty years have seen remarkable 
progress in the drug therapy of mental illness; 
but, it needs to be said that, the rehabilitation 
and reintegration with the society of the more 
severely disturbed patients, most of whom 
have such psychoses like mania depressive 
psychosis or schizophrenia, still leave room for 
much to be done. As Masserman said, 
psychiatry should attain the status of the sci- 
ence of human behaviour beyond the confines 
of what psychiatry is about and what psychiat- 
rists are for today. A real psychiatrist should 


* * * 


be able, not only to comprehend but also to 
influence the patterns of culture and custom 
in society to the maximum advantage of man- 
kind. He should be able to rise beyond the 
conundrum of ECT's and use of newer and 
newer antipsychotics, sedatives and antidep- 
ressants and masterly statistical апа 
epidemiological analyses of mental illnesses, 
to take on the role of the teacher to teach and 
guide man in the ways of the Abbe of Thelema: 
"Where free, well born and well-educated men 
and women living with the companions are 
naturally virtuous and averse to vice and where 
murder and'suicide are unthinkable and war 
too foolish to be credible." 


(Dr. N. Hariharasubramanian, MD., Ph.D) 


* * * 


Undergraduate deficiencies and postgraduate requirements 


In his Oath Hippocrates has given us a professional standard which has been held 
as the ideal of the relations of the physician to himself and his fellow man for almost 
twenty five centuries. In his Law we have a statement of the essentials for the making 
of a physician which put beside ali our writings on this subject, in this present day, easily 
takes first rank. In this Law we learn that who ever is to acauire a competent knowledge 
of medicine should first of all have a natural talent, for when Nature leads the way tc 
what is most excellent, instruction in the art takes place, which the student must try to 
appropriate to himself by reflection, becoming an early pupil in a place well adapted for 
instruction. He must also bring to the task perseverance and a love of labor. Instruction 
in medicine is like the culture of the products of the earth. For our natural disposion is, 
as it were, the soil, the tenets of our teachers are as it were the seed; instruction in 
youth is like the planting of the seed in the ground at the proper season, diligent study 
is like the cultivation of the fields and it is time which imparts strength to all things and 
brings them to maturity. From this we shall see that Hippocrates clearly valued the early 
training on the part of our teachers as only the seed in the ground, which would spring 
from the soil following diligent study, but that it was time alone which would give rise 
to the true physician. Again he tells us that certain persons have the shape and dress 


and personal appearance of the actor 
in title, but few in reality. 
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but are not actors, sd also physicians are many 


€.R.Stitt, M.D 
(NY State J med 1925, 25; 650-653) 


(New York State journal of medicine/Dec. 88 


* * * 
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Cose of the Month | | 


Case of the month 


A 7-year old boy has had an acute attack 
of convulsions, following two days of 
headache, nausea and vomiting. Over the pre- 
ceding several months he has had polyuria, 
nocturnal enuresis and polydipsia and albumin 
++ in the urine, His B.P is 160/104 mm.Hg. 


* * * * 


What is the likely cause of convulsions? 


(Dr. М. Hariharasubramanian M.D. Ph.D) 
ж х ж 
Answer to the case of the month - Dec 89 
The diagnosis is myaesthenia gravis, in- 
volving the ocular and limb-gridle muscles. 
The drug used was neostigmine. 


* * 


Research on the chemical reactions underlying the formation of flatus in the bowel 
has come up with some plausible equations. The problem, as explained іп a review in 
Gut (1989;30;6-13) is that the calculations suggest that an average man should produce. 
around six litres of methane ond 24 litres of hydrogen a day. The actual volume of foltus 
is around one litre; the explanation seems to be that methanogenic and sulphate reducing 
bacteria are able to cénvert these gases into non-volatile metabolites. 


* * * 


(BMJ Vol 998 feb 89) 


* * 


What caused Beethoven's deafness? A new theory (Medical journal of Australia 
1988; 149; 644-9) suggests that it may mostly have been due to sens or ineural damage 
associated with iflammatory bowel disease. But other factors that may have contributed 

include ototoxicity from the vast range of drugs, herbs, and portions that the composer 


swallowed including mercury and quinine. 


* * * 


(BMJ Vol 398 Feb 89) 


* * 


Answers to Medi - Quiz 





i VLC 
E 3s i VII. A 
HI. B VIII. B 
IV. D BEE . 
«e xs X. A- False, 
B - True 
pay ж ж ж ж. 
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€.C.G. QUIZ 


as as one of the features Can you guess the 


others? 

A Child of 7 years age presents with low Compiledby Dr.S.N. Roy, 
grade fever and joint pains. D/E harsh pansys- Keshar Katra, 
tolic murmur is heard often accompanied by Jagatganj, 
thrill at 4th intercortal space left of the ster- Varanasi - 221 000 


rum. What are the abnormalities in the ECG 
and how do they correlete with the clinical and edited by: 
diagnosis? The clinical diagnosis has V.S.D. . Dr. М. Harihsarasubramanian, M.D.,Ph.D. 












{т “ты we 
E пика ! | | ! a d : | 
4 wu ЖИГ pee сла" Ci йаа 
NEN | i | Б Tr d. | E. | A: ^ Г 
MP EE тыас a vr 


. We welcome Quiz Materials with — ^ ^q 
| clear photographs from our readers | 


Correct answers received for E.C.G Quiz - 


October, 89. 
Dr J. Madhava Rao, 
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Krishna - 521 101. 
» Dr Jagdish Prasad, 
Dr C. Ramesh, Kanpur Road, 
New washermanpet, Alambergh, 
Madras - 81. Lucknow - 5. 
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Medi-Quiz 





l. Aspirin overdose results in all of the follow- 
ing, except. 


A. Fever 

B. Hypoglycemia 

C. Respiratory alkalosis 
D. Metabolic alkalosis 


2. Which of these is associated with mental 
retardation? 


A. Klinefelter's 
B. Prader-Willi 
C. Type I Glycogen storage disease 
D. Galactosemia 


3. An innocent murmur has all these features, 
except, 


A. It is usually systolic 
B. It does not vary with posture 
C. It does not radiate. 


4. Allare true of febrile convulsions, except; 


A. It occurs most frequently in the second 
year 
B. It is not usually associated with intellectual 
deficit, 
. C. It lasts less then 15 minutes 
.D. EEG has a 3/sec spike-wave pattern 


5. A low birth-weight baby is one of 


A. 2000 g or less 
B. 3000 g or less 
C. 2500 g or less 
D. 1500 g or less 


Vol. 87 No. 1 | 


6. ‘A small for gestational age’ infant is one 


A. Less than 2000 g at 37 weeks 

B. Born at less than 37 weeks of gestation 

C. Whose birth-weight is less than the tenth 
percentile for age 

D. Whose birth weight is less than the fiftieth 
percentile for age 


7. The abnormalities found in Fallot’s tetra 
logy are all these, except 

. Loud II second 

. Finger clubbing 

. Pansystolic murmur 

. Boat shape heart on X-ray 


оош» 


8. With which of these infections is 


eosinophilia not seen? 


A. Roundworms 
B. Threadworms 
C. Giardiasis 


9. Fine rales are heard; 


A. At the end of inspiration 

B. At the end of expiration 

C. At the end of inspiration and during early 
expiration 


10. State whether true or false 

A. Nails are invariably affected in infantile 
seborrhoeic dermatitis 

B. Scurvy can produce pseudoparalysis in in- 
fants. 


(For answers see page 48) 


Dr. N. Hariharasubramanian, M.D., Ph.D. 
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Entrapment Neuropathies - Part I: Upper Limb 


Muthukumar N., Natarajan M. 


Definition: 


Peripheral nerves may be subjected to com- 
pression as they pass through osseous or fibro- 
osseous tunnels or as they change their course 
over a fibrous or muscular band. The syn- 
dromes that result are referred to as entrap- 
ment neuropathies. 


Pathology: 


The peripheral nerves which are prone to 
be affected by entrapment neuropathies pass 
through fibrous or fibro-osseous tunnels. 
These channels have restricted volumes. Any 
increase in the size of the walls eg: thickening 
of the transverse carpal ligament or callus 
from fracture of a carpal bone in carpal tunnel 
syndrome or increase in the size of the compo- 
nents of the tunnel eg: tendinitis can compress 
the nerve and lead to symptoms. Both mechan- 
ical compression and ischaemia contribute to 
the pathogenesis of these neuropathies. How- 
ever, the relative role played by each is not 
clear. Some of the factors that may trigger or 
aggravate nerve compression in entrapment 
neuropathies are given below: 


1. Excessive use of muscles or tendons that 
pass through the area of entrapment. 


2. Roughness of any of the surfaces of the 
constricting walls at the area of entrapment. 


3. Tendinitis, bursitis, arthritis or fascitis 
of the structures in the limiting channel. 


Dr. Muthukumar М.,м.Сһ.. 

Neurosurgeon. 

Dr. Natarajan M. ,M.S., (Gen.) M.S., (Neuro) FICS, FACS, FAMS.. 
Retired Professor of Neurosurgery, 


Madurai Medical College, 
Madurai. 
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4. Endocrine factors: sucn as myxedema, acor- 
megaly, pregnancy, use of contraceptive 
pills. 


сл 


. Hematological factors such as leukemia, 
myelomatosis with amyloid deposition. 


6. Local space occupying lesions within the 
limiting channel eg: Lipoma, neurofibroma 
or ganglion cyst. 


Some of the important 
neuropathies are discussed below. 


entrapment 


CARPAL TUNNEL SYNDROME: 


The carpal tunnel is a fibro-osseous tunnel 
located in the palmar aspect of the wrist. It is 
bounded by the transverse carpal ligament and 
the carpal bones. The contents of the tunnel 
include the median nerve, the tendons of flexor 
digitorum profundus, flexor digitorum sub- 
limis and felxor pollicis longus. 


Clinical Features: 


Carpal tunnel syndrome is more common 
in females than males. It usually becomes man- 
ifest between 40 and 60 years of age. The 
symptoms include aching or burning sensation 
in the lateral three fingers which is usually 
worse at night. The symptoms may be precipi- 
tated by strenuous use of the hand even though 
in some cases the onset may be delayed for a 
few hours after the activity. Symptoms may 
be bilateral. Most patients present with pain 
or paresthesia and weakness is usually a late 
symptom. The following clinical findings may 
be present on examination: 


1. Tinel’s sign which consist of a tingling sen- 
sation produced by light tapping along the 
course of the median nerve in the wrist, 


2. Phalen's wrist flexion test in which the pati- 
ent is asked to hold both forearms vertically 
and allow the hands to fall to full flexion for 
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about one minute which precipitates or 
aggravates the pain, 


3. Cuff compression test in which the appli- 
cation of pressure above the patient's sys- 
tolic pressure using a sphygmomanometer 
cuff produces the pain. Sensations may be 
diminished in the median nerve distribution 
of the abductor pollicis brevis and opponens 
pollicis. Atrophy of the thenar eminence 
may be found in the late stages. 


Electrophysiological test: 


Delayed sensory latency and denervation 
potenials in the thenar muscles are useful in 
establishing the diagnosis. 


Treatment: 


1. Conservative treatment: consists of ad- 
ministration of nonsteroidal anti-inflammatory 
drugs and wrist splinting. Conservative treat- 
ment is indicated in the following cir- 
cumstances: a) short duration of symptoms b) 
mild and intermittent symptoms and c) when 
the syndrome is due to conditions that are re- 
versible with medical treatment such as 
myxedema, acromegaly, discontinuation of 
contraceptive pills etc. 


2. Surgical treatment: is indicated when 
there is failure of conservative treatment, pres- 
ence of significant weakness and atrophv of 
the median innervated muscles of the thenar 
eminence. Surgical treatment consists of divi- 
sion of the transverse carpal ligament. 


Entrapment of the median nerve in the elbow 
and forearm: 


The median nerve arises by two roots from 
the brachial plexus and crosses the brachial 
artery lateral to the medial side about the mid- 
dle of the upper arm. As^it descends in front 
of the elbow it lies behind the bicipital 
aponeurosis. Then it passes between the two 
heads of origin of the pronator teres muscle. 
As it passes between the two heads of the pro- 
nator teres muscle it gives off the anterior in- 
terosseous nerve. The median nerve then pas- 


ses under the fibrotendinous arcade that repre- 
sents origin of the flexor digitorum sublimis 
muscle. It runs in the forearm adherent to the 
undersurface of the flexor digitorum sublimis 
muscle lying superficial to the flexor digitorum 
profundus. Thus, the median nerve is liable 
for compression by any one of the three struc- 
tures viz: the bicipital aponeurosis, the pro- 
nator teres and the sublimis bridge formed by 
the flexor digitorum superficialis muscle. 


Clinical features: 


Symptoms are usually insidious in onset. 
Symptoms are usually precipitated by assump- 
tion of a new job or over enthusiastic pursuit 
of a new hobby that involves strenuous use of 
the forearm muscles especially repeated pro- 
nation and supination. The patient usually 
complains of easy fatibability of the forearm 
muscles and vague pain and ill defined numb- 
ness in the radial three fingers. There may be 
mild to moderate weakness of the median inner- 
vated muscles of the forearm especially, flexor 
pollicis longus, flexor digitorum sublimis, 
flexor digitorum profundus (radial half) and 
the thenar muscles. In advanced cases, flexion 
of the radial three fingers may not be possible 
and the hand may be held in the benediction 
attitude. 


Electrophysiological studies: 


Show slowing of the nerve conduction vel- 
ocity in the forearm segment of the median 
nerve. 


Treatment: 


Injection of corticosteroids into the pro- 
nator teres muscle may offer some relief. In 
cases where this is ineffective in relieving the 
symptoms, surgical exposure of the three po- 
tential sites of compression and release of the 
constricting bands is necessary. 


Anterior Interosseous Nerve Syndrome: 


The anterior interosseous nerve arises be- 
tween the two lfeads of the pronator teres mus- 
cle as the median nerve passes between the 
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two heads of origin of the muscle. It descends 
vertically infront of the interosseous mem- 
brane between the flexor digitorum profundus 
and flexor pollicis longus and ends by supply- 
ing the pronator quadratus muscle. The nerve 
may be subjected to compression at its origin. 
Clinically, the patient presents with vague ach- 
ing pain in the forearm and weakness of the 
index and middle fingers. On objective testing, 
there may be weakness of the flexion of the 
interphalangeal joint of the thumb and the dis- 
tal interphalangeal joint of the index and mid- 
dle fingers. Treatment for this condition is usu- 
ally conservative and consists of rest and injec- 
tion of corticosteroids into the pronator teres 
muscle. Those rare cases which do not respond 
to this treatment may require surgical explora- 
tion for release of a constricting band. 


THE CUBITAL TUNNEL SYNDROME OR 
TARDIVE ULNAR PALSY: 


The Ulnar nerve descends in the arm on 
the medial side of the brachial artery and 
pierces the medial intermuscular septum. It 
then descends to a groove on the back of the 
medial epicondyle. It enters the forearm by 
passing through the cubital tunnel. This tunnel 
is formed by the aponeurotic origin of the 
flexor carpi ulnaris muscle which extends bet- 
ween the medial epicondyle and the olecranon 
process of the ulna. The floor of the tunnel is 
formed by the medial ligament of the elbow 
joint. The space within this tunnel is decreased 
during flexion and increased during extension. 
The causes of this syndrome include malunion 
following supracondylar fracture of the 
humerus resulting in cubitus valgus deformity, 
habitual leaning on the elbows, prolonged re- 
cumbency in bed from coma or any other major 


illness, improper positioning of the limb during, 


general anaesthesia. 
Clinical features; 


Paraesthesia consisting of tingling or burn- 
ing sensatior along the medial border of the 
hand and fourth and fifth fingers is common. 
Since the ulnar nerve at the elbow consists of 
more motor or sensory fibres, weakness of the 
ulnar innervated muscles is соттоп. There 
may be weakness of the thenar muscles, pal- 
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mar and dorsal interossei, medial two lumbri- 
cals and the adductor pollicis. Eventhough the 
fibres to the medial half of flexor digitorum 
profundus and the flexor carpi ulnaris are given 
off after the nerve passes through the cubital 
tunnel, for some unexplained reasons these 
two muscles are usually spared in this condi- 
tion. 


Electrophysiological studies: 


The nerve conduction velocity across the 
elbow joint is reduced and denervation poten- 
tials can be demonstrated in the ulnar inner- 
vated muscles of the hand. 


Treatment: 


Originally, the surgical treatment for this 
condition consisted of anterior transpesition 
of the nerve. However, the current opinion is 
to decompress the cubital tunnel by dividing 
the roof of the cubital tunnel. 


THE POSTERIOR INTEROSSEOUS NERVE 
ENTRAPMENT: 


The radial nerve enters the anterior com- 
partment of the arm lying between the 
brachialis and the brachioradialis and extensor 
carpi radialis latterally. In front of the lateral 
epicondyle it divides into its two terminal 
branches namely, the superficial radial nerve 
and the posterior interosseous nerve. The post- 
erior interosseous nerve supplies the extensor 
carpi radialis and the supinator muscle. There 
after, it enters a fibrotendinous arcade in the 
supinator muscle known as the arcade of 
Frohse. It traverses the supinator muscle winds 
round the radius and enters the dorsal com- 
partment of the forearm between the deep and 
superficial extensor muscles and supplies 
them. The nerve is subjected to compression 
as it passes through the fibrotendinous arcade. 


The resulting clinical syndrome is charac- 
teristic. In contrast to radial nerve palsv, there 
is no wrist drop because the extensor carpi 
radialis longus is supplied prior to the site of 
entrapment. However, the wrist will deviate 
laterally on dorsiflexion because of paralysis 
of the extensor carpi ulnaris. In addition, there 
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will be finger drop because of weakness of 
dorsiflexion of the  metacarpophalangeal 
joints. Extension of the interphalangeal joints 
of the medial four fingers will be possible be- 
cause this is a median and ulnar innervated 
function. Extension of the thumb will not be 
possible or it will be weak because of involve- 
ment of the extensor pollicis longus and brevis. 
Treatment is usually conservative but in those 
cases where conservative treatment is not ef- 
fective exploration of the arcade of Frohse is 
advisable. 


SUPRASCAPULAR ENTRAPMENT 
ROPATHY 


NEU- 

Suprascapular nerve arises from the 
superior trunk of the brachial plexus. It crosses 
the posterior triangle of the neck and runs 
under cover of the trapezius muscle. It enters 
the supraspinous fossa by passing through the 
suprascapular notch under the suprascapular 
ligament. It supplies the supraspinatus muscle 
and then winds round the lateral border of the 
spine of scapula and supplies the infraspinatus 
muscle. The sensory branches supply the joint 
capsule of the shoulder joint. It has no cutane- 
ous sensory supply. The nerve may be sub- 
jected to compression as it passes through the 
suprascapular notch under the suprascapular 
ligament. Clinically, there may be ill defined 
pain in the region of the shoulder joint. Weak- 
ness and wasting of the supraspinatus and in- 
fraspinatus muscles may be demonstrated. 
Treatment consists of division of the supras- 
capular ligament. 


ENTRAPMENT NEUROPATHIES: Part-II 
LOWER LIMB 


MERALGIA PARAESTHETICA: 


The lateral femoral cutaneous nerve arises 
from the second and third lumbar roots. It is 
a purely sensory nerve. It crosses the iliacus 
muscle to a point тей! to the anterior 
superior iliac spine where it passes under or 
between the two slips of attachment of the 
inguinal ligament to the anterior superior iliac 
spine. Thereafter, it descends vertically to a 
point 7 to 8 cms below the iliac spine where 
it divides into an anterior and posterior branch. 


It supplies an oval area on the anterolateral 
aspect of the thigh. The nerve may be sub- 
jected to compression as it passes in relation 
to the inguinal ligament. Any factor that causes 
pressure or downward pull on the inguinal li- 
gament may precipitate the symptoms. These 
include obesity. wearing of tight bands or cor- 
sets, prolonged standing and walking etc. 


Clinical Features: 


The patient usually complains of paraes- 
thesias or pain along the anteriolateral aspect 
of the thigh. The symptoms are usually aggra- 
vated by standing or walking and may be re- 
lieved by recumbency. Since the lateral cutane- 
ous nerve of the thigh is a purely sensory nerve 
motor symptoms are absent. There may be 
blunting of sensation along the area of distribu- 
tion and there may be (горһіс changes such as 
loss of hair. Symptoms are usually unilateral 
but rarely they тау be bilateral. 

Treatment: 

Conservative treatment suffices in most of 
the cases. This includes weight reduction in 
obese patients, avoidance of tight bands and 
corsets etc. Injection of local anaesthetic agent 
about half an inch medial and one inch below 
the anterior superior iliac spine using a one 
inch 25 guage needle provides relief of symp- 
toms. This is both diagnostic and repeated 
injections may provide progressively longer 
periods of pain free intervals. In those cases 
which do not respond to conservative treat- 
ment, division of the nerve at the level of the 
inguinal ligament is advisable. 

THE TARSAL TUNNEL SYNDROME: 


The posterior tibial courses through the tar- 
sal tunnel in its course to the foot. This tunnel 
is bounded by the flexor retinaculum above 
which forms the roof of the tunnel and by the 
medial surface of the calcaneum which forms 
the floor. The contents of the tunnel include 
apart from the posterior tibial nerve, the ten- 
dons of flexor digitorum profundus, flexor hal- 
lucis langus and the posterior tibial vessels. 
Any factor that compromises the volume of 
the tunnel, eg. tenosynovitis, may cause this 
syndrome. 


Clinical Features: 


The patienteusually complains of pain or 
paraesthesia along the sole of the foot. The 
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symptoms may be precipitated or aggravated 
by prolonged standing or walking may be re- 
lieved by rest. There may be sensory blunting 
along the medial three and half and /or lateral 
one and half toes. In advanced cases, there 
may be weakness and atrophy of the intrinsic 
muscles of the foot. 


Electophysiological Studies: 
Show normal conduction velocity in the 


proximal portion of the posterior tibial nerve 
with prolonged conduction velocity across the 


tarsal tunnel. These tests are important be- 
cause foot pain is a common problem and the 
tarsal tunnel syndrome is not a common cause 
of foot pain. 


Treatment: 


Injection of local anaesthetic just proximal 
to the flexor retinaculum may relieve the pain. 
This test is both diagnostic and therapeutic. In 
cases which do not respond to conservative 
treatment division of the flexor retinaculum 
and neurolysis may be advised. 


* К * * * 


CREDULISM AND SKEPTICISM IN MODERN MEDICINE 


This perfunctor administration of drugs is one of the crying evils of the medical 
practice of the present day. The physician is to frequently imbued with the idea that if 
is only his privelege, but his professional duty to hand over to the patient o written 
prescription. In the minds of the laity the common belief prevails that disease can only 
be cured by drugs, and this belief is generally encouraged and often unfortunately shared 
by many of our profession. Indeed, it is the undue importance which the physician usually 
attaches to his Latin prescription which leads patients to believe that his advice is perhaps 
worth listening to, but seldom worth following. 


Most physicians of experience will readily agree that the majority of patients who 
consult them for chronic ailments are far more in need of judicious advice regarding their 
habits of life than they are in need of medicine. And yet how few of us ever make the 
advice more prominent that the medicine? 


The orietically the advice and the prescription may supplement each other and both 
- do good. Practically the written prescription is apt to do positive harm in many cases by 
diverting the patient's mind from the advice which is so essential for him to follow, and 
centring it upon the pharmacopoeial remedy. It is this unfortunate custom on the part of 
physicians of writing a prescription for each and every patient that fosters the popular 
belief that disease can only be cured by drugs, and does far more than anything else 
to increase the business of the potent medicine vendors. It is this routine administration 
of drugs thot is gradually shoking the faith of the public in the efficacy of orthodox medical 
treotment-lessening confidence in true medical science, and leading many people of 
intelligence to investigate the alleged virtues of Christian science, mental healing, electric 
appliances, and movement-cures, or forcing them to the conviction thot they uill do better 
under the care of the athletic trainer than іп the hands of the average drug-prescribing 
doctor... 


GEORGE HENRY FOR, MD 


$ (Trans Med Soc State Ny 1985; рр 39-50) 
(How relevant these observations ore even to day?...N.H.,) 


* e X * * * * 
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Focal Sepsis in Dermatological Disorders 


Thambiah A.S., Kamalam A. 


Focal sepsis as being the cause of some skin 
- disorders was very much in the minds of clini- 
cians more than four decades ago. This view 
subsequently was totally given up. In the pre- 
sent day the pendulam has swung back and 
the current write up is to draw the attention 
of interested people of conditions wherein the 
cause and effect relationship has been re- 
corded to implicate the role of focal sepsis with 
diseases. Moreover increasing knowledge of 
the role of the endothelial cells of blood vessels 
in maintaining the constancy of the internal 
milieu has helped in the correlation of focal 
sepsis with skin disorders in a more scientific 
manner than before. 


The aetiology of many a dermatological 
disorder is not easy to detect. The search for 
an agent or agents which could satisfy the 
criteria of cause and effect in a particular dis- 
order is one that is constantly engaging medical 
scientists the world over. This is an essential 
endeavour since therapy of a disease would be 
either empirical or merely symptomatic when 
the aetiology is not clear. 


` In this quest for the aetiology of disorders 
the individual patient is subjected to a 
thorough clinical examination and exposed to 
a battery of tests and medical scientists have 
hypothesised with the results obtained to fit 
into the criteria of cause and effect . 


Nearly 2 or 3 decades ago stemming from 
the series of investigations to which a patient 
was subjected to, the role of a fagus of sepsis 
as being the cause of a particular disorder was 
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popular. This was labelled the focal septicians 
theory. 


However, with the increased availability of 
sophisticated techniques newer aetiological 
factors were detected and then certain disor- 
ders initially alluded to focus of sepsis were 
found to have different pertinent aetiology. 
When more and more disorders came to be 
understood clearly the theory of focal sepsis 
as the cause of these diseases lost its popularity 
and in the last two decades, persons subscrib- 
ing to the focal sepsis theory were labelled 
focal septicians and gradually the routine 
search for focal sepsis was given up in the reg- 
ular check up of a patient with a malady often 
chronic wherein the treatment was either em- 
pirical or symptomatic. 


The pendulam has thus swung to two ex- 
tremes. At one end wherein search for a focus 
of sepsis was favoured and at the other end 
where it was ignored. 


[n the last decade or decade and a half this 
focal sepsis theory has been explored again 
and relevant information obtained which has 
been found to be of distinct value in certain 
dermatological disorders. 


Review of the literature firmly establishes 
that focal sepsis does play a part in the follow- 
ing conditions. 


|. Guttate psoriasis 7. Scleroderma 


2. Pompholyx 8. Alopecia areata 
3. Pustular bacterid 9. Erythema 
of Andrews multiforme 


4. Mal-de-meleda 

5. Papillon Le-fevre 
syndrome e 

6. Chronic urticaria 


10. Vitiligo 

11. Chronic eczemas 

12. Erythema 
nodosum 

13. Macular atrophy 


The literature references on the above con- 
ditions are now in well established text books 
in Dermatologv. The sites that have to be 


checked for foci of sepsis are: 
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1. Paranasal sinuses 5. Gall bladder 


2. Ear 6. Cervix uterus 
3. Tonsil 7. Other nidus of 
4. Teeth chronic infections. 


From the Pennsylvania school of Der- 
matology in U.S.A. Walter B. Shelly reported 
an interesting case of chronic urticaria (Shelly, 
1969) occuring daily in a woman for nine years 
and which was suddenly terminated following 
dental extraction of her third molars. The pa- 
tient gave no local or radiologic sign of an 
infected tooth. The extraction showed surpris- 
ingly a large focus of pus. Occult dental infec- 
tion should not be overlooked in chronic ur- 
ticaria (Shelly, 1969). 


Nearer home at Madras a lady doctor re- 
ported to us in 1972 with urticaria of six months 
duration - chronic urticaria. All investigations 
including the L.E. cell test were negative and 
she was lebelled as a potential S.L.E. wherein 
urticaria may be the sole manifestation for 
years.Symptomatic relief with antihistamines 
and prednisolone in small doeses was given. 
During the course of therapy she developed a 
swelling over the symphysis mentii and an intra 
oral X-ray showed rarefaction at the root of 
the lower incisors. This was extracted when a 
bead of pus came out. A week later her ur- 
ticaria subsided and she has been free of it 
ever since. This case report strengthens the 
observation of Walter B. Shelly of Pennsyl- 
vania mentioned earlier. 


From the island of Meleda of the Dalma- 
tion Coast of Yugoslavia has been reported a 
condition called Mal-de-Meleda-malady of the 
island of Meleda. With a high degree of con- 
sanguinity in the island a recessive gene trans- 
mits the disease as Tylosis (woody) of the 
palms and soles extending on the dorsum of 
the hands and feet. These patients have a co- 
existing periodontitis. 


Another condition of Tylosis resembling 
Mal-de-meleda is the Papillon Le-Fevre Syn- 
drome. The palmar and plantar lesions exacer- 
bating and subsiding with the episodes of oral 
imflammation, involving the molars. 


In the eczemas there is an entity called 
Pompholyx (bubble) wherein varying aetiolo- 


gical factors bring out a vesicular eruption of 
palms and soles with or without itching. The 
various aetiological factors are: 


1. Drugs 5. Dyshidrosis 
2. Primary fungus 6. Psychic 

3. Contact eczema 7. Focal Sepsis 
4. “id” reaction to 8. Unknown 


fungus or eczema 


Pompholyx then is a reaction pattern of 
the skin in the palms and soles to varied agents. 
We have observed that a percentage of these 
cases resolve when a co-existing focus of sepsis 
is removed from the teeth or tonsil. 


Alopecia Areata is a disorder of the hairy 
areas where-in circumscribed areas suddenly 
loose their hair leaving smooth patches of bald- 
ness. The hairs eventually reappear in five 
years time. Currently three theories are post- 
ulated for Alopecia areata. They are: 

1. Melanoprotein sensitisation - auto- 
immune-theory. 

2. Stress - neurohumeral. 

3. Focal vasculitis. 


The matrix of the hair is nourished by a 
blood vessel in the papilla of the hair follicle. 
For a unit area of the skin the melanocyte 
density is highest in the hair follicle. Hence 
dark haired persons are more prone to alopecia 
areata as observed by the melano-protein sen- 
sitisation theory. The blood vessel nourishing 
the matrix can be reduced in calibre or com- 
promised. This narrowing of the lumen can be 
by a spasm which can occur with psychic stress 
with release of endogenous catecholamines. 
Narrowing may also result from a vasculitis. 
Such vasculitis can be caused by substances 
released from a focus of sepsis. 


Erythema multiforme is a reaction pattern 
in the skin. It appears suddenly on hands and 
feet as red macules, papules, urticarial weals 
and Iris type of lesion. The congition lasts for 
one to four weeks. Of the seven major causes 
mentioned in pillsbury, the first one is systemic - 
infections like Pneumonia, meningitis, 
measles and dental sepsis (Pillsbury, 1956). 
The treatment is with corticosteroids which is 
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suppressive but elimination of the primary dis- 
order is mandatory. 


The guttate or spotty type of psoriasis of 
the younger age group is often preceded by a 
streptococcal infection. H.L.A. antigen 
studies show that Psoriasis with H.L.A. , zhas no 
hereditary factor, is a mild disease and these 
cases often have an antecedent streptococcal 
infection. It is interesting to note that the 
H.L.A,,antigen cross reacts with a type M. 
protein of group А betahaemolytic strep- 
tococci. It is therefore worthwhile to examine 
patients of guttate (spotty) psoriasis for focus 
of sepsis. 


Wisslers Syndrome (syn: Subsepsis aller- 
gica) occurs in children and adolescents and is 
a result of a hypersensitivity to bacterial infec- 
tion perhaps staphylococcal infection. The syn- 
drome is composed of high intermittent fever, 
irregularly recurring exanthem of various mor- 
phology on face, chest and limbs, leucocytosis 
with eosinophilia, raised ESR and arthralgia. 
The duration is 2 - 12 weeks. The prognosis is 
food but some cases later develop rheumatoid 
arthritis. 


There is no consistent response to steroids 
and antibiotics. Lately Trimethoprim - Sul- 
famethaxasole has been found to be of value. 


Wissler's syndrome is of interest because: 


1. The occurence of Rheumatoid arthritis (dif- 
ferentiation fromPsoriatic arthritis is not al- 
Ways easy). 


2. The occurance of a skin rash to an infection 
by staphylococcus. 
Wissler’s syndrome requires further critical 
study. 


Macular atrophy presents as thumb nail size 
areas of atrophy of the skin which feels like a 
hernial orifice. These areas of atrophy occur 
denovo or in sites of pre-existing lesions of 
syphilis, tuberculosis, lupus erythematosus, 
sarcoidosis and leprosy. СштеМ literature re- 
ports its occurrence with dental sepsis. 


In this short survey of focal sepsis in refer- 
ence to Dermatological disorders like 1. Urti- 
caria, 2. Mal-de-meleda, 3. Papillon le-fevre 
syndrome, 4. pompholyx 5. alopecia areata, 
6. erythema multiforme, 7. psoriasis and 8. 
macular atrophy the relevance of focal sepsis 
playing an aetiological role has been alluded 
to. The possible mechanism involved ts prob- 
able via the blood vessels. A section of a blood 
vessel (micro-vessel) shows two important 
cells: 1. the endothelial cell and 2. the pericyte. 
This pericyte is periendothelial in the small 
vessel and perimuscular in the larger calibre 
vessels. The endothelial cell monitors the 
blood stream. It is postulated that agents liber- 
ated from the areas of sepsis is taken up by 
the endothelial cells which catabolises them 
via their lysosomal enzymes. This phagocytic 
property of endothelial cells is now well 
documented in diseases like Carrion s disease, 
Rickettsial infection, Gonorrhoes, meningitis 
and angiokeratoma corporis diffusum (Ander- 
son-Fabry disease). 


During the catabolism, vasoactive peptides 
may be released from the endothelial cells 
which can suffer damage. These vasoactive 
peptides act in the vessel wall leading to fluid 
escape giving urticaria and oedema, dilatation 
of the vessel giving erythema, escape of cells 


. tortuosity of vessel wall as in Psoriasis. 


Literature does support the role of focal 
sepsis in the genesis of some dermatological 
disorders. The understanding of the physiol- 
ogy of the endothelial ceils and its intra-cellular 
sub cellular organelles like the lysosomes and 
the delineation of the actions of the vasoactive 
peptides on the walls of the blood vessels offer 
a logical reason for the acceptance of the role 
of focal sepsis in the genesis of certain der- 
iat logical disorders. 


Recommended reading 


і. Rook, A. Wilkinson and D.S. Ebling. 1982. Text Book of 
Dermatology. 3rd Edition. Blackwell. Oxford. London. 
Edinburgh. Bostoh. Melbourne. j 


2. Domonkos, A.N.. Arnold. H.L.. and Odom. R.B. 1982. 
Andrew s Disease of the skin 7th edition. Saunders. Phila- 
delphia. London. Toronto. 
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3. Shelley, W.B.. 1969. Chronic Urticaria of 9 vears duration ^ 5- Butterworth. T. and Strean, L.P. 1962. Clinical Genoder- 
cleared following dental extraction. Archives of Dermato- matologv. williams and wilkins, Baltimore. 
logy. 100, 3, 324-325. 2 


6. Pillsbury, D.M.. Shelley, W.B..& Kligman, A.M. 1956. 
4. Rook. A. Postgraduate Medicine Vol. 30.p 30. Dermatology, Saunders, Philadelphia, London. 


* * * * * * 
The kidney in hypertension 


The kidney hos a duol role in hypertension. It moy couse it, and it moy suffer the 
untoward effects of an elevation in blood pressure. Primary or essential hypertension has 
been attributed in part to alterations in renal sodium excretion. Secondary hypertension 
is most commonly attributable to renal disease. Systemic hypertension, whether primary 
or secondary may cause renal disease or may accelerate the loss of function in kidneys 
with established parenchymal disease. Several morphologic changes, collectively termed 
nephrosclerosis, have been described in the kidneys of patients with primary or essential 
hypertension. Hypertension may increase the thickness of the arteriolar wall and decrease 
the size of the lumen, leading to ischemia ond glomerulosclerosis, opit may damage the 
glomeruli more directly by increasing intraglomerular pressure, which somehow causes 
glomerulosclerosis. 


Hypertension may contribute to the progression of renal disease, and in turn, renal 
disease may cause hypertension or aggravate the severity of preexisting hypertension. 
Hypertension is a common finding in end-stage renal disease, affecting 80 to 90 percent 
of patients enrolled in dialysis programs. Early and adequate treatment of hypertension 
is mandatory in patients with renal disease. Although good control of blood pressure 
has been defined as level< 140/90 mm Но. Whether a further lowering of blood pressure 
could be achieved without an unacceptable increase in medication, complications, or 
hypotensive side effects remains to be determined. 


(The New Eng. J. of Med. Vol. 320, March 89. No.1 1) 


* * * * * * 


HYSTERECTOMY ON BOWEL FUNCTION 


After о hysterectomy women tend to have less frequent bowel actions than controls. 
Women who had a hysterectomy consulted a doctor because of constipation more com- 
monly than controls, which may indicate that their constipation was more severe and 
required professional help. There are several possible mechanisms for this difference: 
esychological hormonal, pharmacological, and surgical. The mechanism is unlikely to be 
psychological as women are unlikely to become depressed after hysterectomy. Women 
with constipation due to slow transit tend to have increased serum prolactin concentrations 
and decreased plasma oestradiol concentrations. Altered hormone concentration may 
affect bowel habit «Жет hysterectomy, especially in those women who also have oophorec- 


tomies. 
* 


(BMJ vol.299 99 July 1989) 


* * * * * 
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| Now specially fortified with extra calcium 
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Horlicks, the easily digestible health food drink full of nourishing 
goodness, is now reinforced and enriched with extra calcium, which is 
essential for the healthy development and maintenance of the body. 


GROWING CHILDREN 


Calcium is essential for the 
formation and maintenance of 
good teeth and bones. Two drinks 
of calcium-enriched 5% 
Horlicks in milk provide 
the requisite RDA of, 
caicium for the 
additional requirements = 
of growing children, especially the 
rapid growth of adolescents. 
Consumption of calcium-fortified 
Horlicks, along with regular 
physical activity, will also help to 
minimise the calcium.loss that 
occurs later in life, that can 
eventually lead to osteoporosis. 


DURING PREGNANCY 
@ AND LACTATION 


Expecting and 
breast-feeding 
—_ mothers need 
Fy to supplement 
their diets 
with extra 
calcium to 
i РЁ? ensure 
(hat the baby receives adequate 
amounts of calcium. inadequate 
calcium can result in weak bones 
and retarded growth of the infant. 
Two drinks of calcium- 
enriched Horlicks in.cows' 
milk provide 78% of the 
calcium RDA requirement. 
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THE SICK AND THE 
CONVALESCENT 


Calcium-fortified Horlicks is 
partially pre-digested, making !t 
the ideal nutritive intake for the 
sick and the convalescent who 
need immediate,.easily 
absorbable 
^ nourishment. 

Horlicks 

enriched with 


intestinal disorders and those on 


fat-restricted or high-calorie diets. 


И can also provide the necessary 
carbohydrates for diabetics. 


THE AGED 


Calcium-enriched Horlicks is of 
special importance to eiderly 
people to help prevent 
osteomalacia and there 15 
evidence of its value in 
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osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


NEUROMUSCULAR 
ACTIVITY 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct 
functioning of muscles. 


HORLICKS — AN 
EFFECTIVE MEDIUM 


Horlicks contains lactose which 
promotes the absorption and 
retention of calcium, making it ап 
effective medium for calcium 
intake 
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Administration Building, Gorwa Road, Baroda - 390 007 
(Н) Regd. Trade Mark of ASE Ltd. 
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Zobid 5) 


(Diclofenac Sodium 50 mg 
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FIRST LINE TREATMENT FOR MAJORITY OF THE 
POLYCYSTIC OVARIAN DISEASE PATIENTS 


















- n ca - . 
COMPOSITION Each tablet contains Clomiphene Citrate В Р 50 mg. 5: ЕА а jon \ " : 
INDICATIONS : Women е OVOFARis indicated in the treatment of ovulatory failure — $22. ved £u в :: 
in patients desiring pregnancy. whose husbands have adequate sperm, and who have 222, nel? есіп 731 sie 
potentially functional hypothalamic-hypophyseal-ovanan systems and adequate 1026 қ povan. қ 295 E ri 
endogenous oestrogen. € Polycystic ovarian disease. un NI ev? я 9891 " IH 

eee , 259822228.” 

Men Several investigators have tried clomiphene іп subfertile oligospermic males with HET стод?" \ 2222257” 
encouraging results at 


DOSAGE Women е The usual dose is 50 mg or one tablet of OVOFAR daily for 5 days, 
starting on or about the 5th day of the menstrual cycle or at any time if there is amenorrhoea. 
It ovulation occurs but is not followed by pregnancy the course may be repeated upto a total 
of 6 cycles. If ovulation does not occur, a course of 100 mg daily for 5 days may be given 
and repeated twice if necessary. Higher doses or prolonged treatment may lead to ovarian 
enlargement, but doses upto 250 mg daily have been given. е Patients with polycystic 


ovaries should be given a lower dose, i.e. 25 mg or half tablet of OVOFAR daily or as 
directed by the physician. 


Men 25mgorhalftablet of OVOFAR daily for 24 days followed by a rest period for 5 days. 
This treatment should continue for 6 to 9 months or as directed by the physician. 


CONTRA-INDICATIONS е Pregnancy. ө Abnormal vaginal bleeding of undetermined 
опот. ө Neoplastic diseases of the genital tract. € Fibroid tumours of the uterus. 


* Ovarian cyst other than polycystic ovary. € Liver disease or history of liver dysfunction. 
е Endometrial carcinoma, 


PRESENTATION Strip of 5 scored tablets. 


For other details, refer Pack Insert. 


v 


Dí INFAR (INDIA) a | 


38, Chowringhee Road 
INFAR Calcutta-700071. 
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A study on the therapeutic efficacy of topical 
beclomethasone dipropionate and salicylic acid 


on chronic dermatoses. 


Shobana S., Prabhavathy D., Jayakar Thomas, Abdul Razack E.M., 


Muthuswami T.C., 


A therapeutic assessment of topical BEC- 
LATE-S cream (containing 0.1 % Ве- 
1amethasone dipropionate and 3% Salicylic 
acid) on various chronic dermatoses was un- 
dertaken at the Government General Hospi- 
tal, Madras, during a period of 5 months from 
November 1987 to March 1988. 


Materials and methods: 


The subjects were chosen at random from 
the outpatients attending the Department of 
Dermatology, Government General Hospital, 
Madras. A total number of 30 patients, 26 males 
and 4 females, were selected. Their ages 
ranged between 10 years and 66 years, the 
majority being middle aged. Children below 
the age of 10, pregnant and lactating mothers 
and those patients with clinically inflamed skin 
conditions were excluded from the study. 


The clinical conditions chosen were 
Neurodermatitis (22 cases), plaque type of 
Psoriasis (4 cases), hypertrophic Lichen Planus 
(2 cases) and chronic Stasis Eczema (2 cases). 
The lesions were mainly over the trunk and 


Dr. Shobana S.,M.B.B.S., D.D., 

Dr. Prabhavathi D.,M.B.B.S., D.D., 
Post graduates in Dermatology 

Dr. Jayakar Thomas,M.D.. D.D., Ph.D. 
Asst. Professor in Dermatology 


Dr. Abdul Razack,M.D., D.D., 
Addl. Professor in Dermatology 


Dr. Muthuswami T.C.,M.D., D.D., 
Professor of Dermatology 


Department of Dermatology, 
Government General Hospital, 
Madras - 600 003. 


Specially contributed to "The Antiseptig” 
Vol. 87 (2); P (61-62) 


extremities. The duration of the disorders vari- 
ed from 3 months to a maximum of 10 years. 


TABLE 
BECLATE-S TRIAL 
Duration of study Nov. 87 to Mar. 88. 
Total No. of patients 30 
Males 26 
Females 4 
Selection of cases 
Neurodermatitis 22 
Psoriasis 4 
Lichen planus 2 
Chroniceczema 2 : 
Age group Years Number 
10-20 2 
21-30 8 
31-40 8 
41450 6 
51-60 5 
61-70 1 
Youngest Patient : 10 Years. 
Oldest Patient : 66 Years. 
Duration of disorders 3-6 — Months ............... 7 
6-12 Months ............... 1 
1-5 - Yeats Шақа 17 
6-10 ейге... 4 
More than 10 Years 1 
Time taken for complete Мерз >.... 4 Patients 
Clearance of lesion 3Weecks.......... 7 Patients 
4Weeks..........- 12 Patients 
More than 4 Weeks 7 Patients 
Average time taken for 
itching to subside side 3 Weeks 
side effects Temporary hypopigmentation 
of surrounding areas observed 
in 4 patients. 


A pre-therapeutic assessment was made 


with special reference towards previous topical 
medications, severity of itching, extent of 
lichenification, pigmentation, scaling. indura- 
tion, erythema and the presence or absence of 
papules. These were noted on a graded 
symptom score. (Absent-O, Mild-1, Moder- 


-ate-2, and Severe-3). 


———-——.———-—-——— 
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The patients were then instructed to apply 
the cream twice daily to he affected site/s after 
washing and mopping dry. No other concom- 
mitant topical medication was prescribed and 
the patients were asked to report for weekly 
review in order to note clinical improvement 
and also the occurence ofside effects, if any. 


Observation. 


The patients generally showed noticeable 
improvement after the application of the 
cream. This was also seen among those who 
had previously applied various other medica- 
tions like Methylene blue-Zinc oxide cream, 
Sulphur-Salicylic acid ointment, Whitfield 
ointment and other commercial preparations. 


The clinical improvement was noted earlier 
than the symptomatic improvement as evi- 
denced by the average time of 2 weeks taken 
for the lichenification, pigmentation and indu- 
ration to lessen and 3 weeks taken for the itch- 
ing to subside, the latter hastened by the 
administration of oral antihistamines. Lesions 
of shorter duration cleared sooner and com- 
plete non-responsiveness was observed in a 
single case of Neurodermatitis of more than 
10 years duration. 


Side-effects were practically nil except for 
an easily reversible mild hypopigmentation of 
the surrounding normal skin due to improper 
appllication of the cream. This was observed 
in 4 patients only and attributed to the 
keratolytic effect of Salicylic acid. 


Comments and conclusions. 


The use of different forms of topical 
steroids in chronic dermatoses have been well 


documented'?. The use of combination of 
steroids with other drugs such as antifungal 
e. 


* * * 


agents and antibacterial agents have given var- 
iable results.?** However the paucity of reports 
on the efficacy of steroid-salicylic acid combi- 
nation prompted us to carry out this study. 
Salicylic acid is a well known descaling agent 
and reduces the thickness of the stratum cor- 
neum which is the major biological barrier 
against percutaneous absorption. Hence it 
helps better penetration of drugs, like steroids, 
when used along with it. This has been further 
proved in our study which showed that BEC- 
LATE - 5 (0.1% Betamethasone dipropionate 
and 3% Salicylic acid) was found to be very 
efficacious in the management of various 
steroid responsive dermatoses. It produces a 
good therapeutic response with excellent pa- 
tient compliance and minimal side effects. 
However it is safer to avoid its application on 
acutely inflamed, flexural and tender skin like 
on the face. 
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THE ULTIMATE COMBINATION 
FROM BOTH WORLDS 


INDICATIONS : 

Viral hepatitis. 

Toxic hepatitis including 
drug induced hepatitis and 
alcoholic hepatitis. 

Loss of appetite. 
Indigestion. 

Chronic cholecystitis. 


DOSAGE : 
| to 2 tablets, 3 times a day. 
PRESENTATION : 


Container of 60 sugar coated 
tablets. 











PROTECTS THE LIVER 
60 Coated Tablets 


The drug of choice for rapid recovery 
from viral hepatitis,inflammatory and 
toxic disorders of the liver. 


Contains time honoured Ayurvedic 
ingredients fortified with BOLDO and 
HATHICHOKE introduced for the first 
time in India. 


BOLDO contains 
Boldine which has 
choleretic and 
antispasmodic actions. It 
stimulates appetite, and 
promotes digestion. 





HATHICHOKE 

contains Cynarine 

and is a French 
Pharmacopoeial drug. 
Besides choleretic action, 
it stimulates the 
detoxicating functions of 
the liver and produces a 
favourable influence on the 
regeneration of the 

liver cells. 


ЕЗ 
Scientific documentary details 
available on request from : 


FRANCO-INDIAN 
PHARMACEUTICALS LTD. 


20, Ог. E. Moses Road, Bombay 400 011. 
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TENOLOL .... 


THE FIRST ONCE-A-DAY- 
CARDIOSELECTIVE, CARDIOPROTECTIVE, HYDROPHILIC 
BETA-BLOCKER 





to control :- The rational combination of 
- Blood pressure at rest and during Опсе-а-даау Cardioselective 
exercise for 24 hours. Beta-Blocker and a low-dose 
pps long acting Diuretic, 
Bici dam to control: 
- Cardiac Arrhythmias - Hypertensives uncontrolled with 
- Pre-infarct Angina and Beta-Blocker or Diuretic 
monotherapy. 
- Reduce mortality in Hypertension py 
and Myocardial Infarction. - Blood-pressure for 24 hours. 
WITHOUT DISTURBING NORMAL WITHOUT ALTERING K-- LEVELS 
PATTERN OF SLEEP. 


TO SUIT INDIVIDUAL NEEDS 
DOSAGE FORMS TO CHOOSE FROM 


4. TENOLOL tabs (Atenolol 100 mg) з. TENOR tabs (Atenolol 100mg + 
Chiorthalidone 25mg) 


2. TENOLOL - 50 tabs. (Atenolol 50 mg) 4. ТЕМОЙ - 50 tabs (Atenolol 50mg + 
Chiorthalidone 12.5mg) 


- ІРСА 
ІРСА LABORATORIES PVT. LTD. 
BOMBAY -400 067 
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IRRITABLE BOWEL 
SYNDROME ATTACKS 


ANYTIME 


ANYONE 


EMBARASSMENT IS ONLY 
PART OF THE PROBLEM 


IBS attacks are followed by flatulence, 
abdominal distension, altered bowel and pain. 


X ECOMINT' 


(Peppermint Oil) 
gets right down to where it hurts 


SUMMARY OF PRESCRIBING INFORMATION 


FORMULA: Each enteric-coated soft gelatin capsule of 
ECOMINT' contains 0.2 ті (180 mg) peppermint oil. 
INDICATIONS: “ЕСОМІМТ is indicated for irritable Bowel 
or Spastic Colon Syndrome. CLINICAL INFORMATION: 
The main constituent of 'ECOMINT' is menthg) It acts 
locally to relax gastrointestinal smooth muscle and relieve 
gastrointestinal flatulence and colic. DOSAGE & 
ADMINISTRATION: Adults: One capsule orally 3 times a 
day, preferably before meals, but not immediately after 
food. The capsules should not be broken or chewed. 
PRESENTATION: Available in a bottle of 30 capsules. 
E EskayPharma ° 
Further informatiop is available on request: A Division of Eskayef Limited 


Post Вохфіо.2, Bangalore-560 049. (O Eskayef Limited * Trade Mark 
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the cough syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since it does not contain any morphine 
derivative. 

No drowsiness. 

Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 

Safe - can be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 

Economical 

Because of the wide variation in the clinical picture of cough, it is impossible to 
designate any one drug as the sole drug of choice for the treatment of all 
coughs. 

Modell, Drugs of Choice, 1966-67. 





INDICATIONS: 

inflammatory catarrhal conditions of the tract. 
Common Cold € Naso-respiratory allergy € Laryngitis € Bronchitis 
e ea beh € Bronchial Asthma 

Bronchi € Influenza € Smoker's Cough 

Irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology ° 
DOSAGE: Adults: 1-2 teaspoonful two or three times a day. 

Infants & Children: 1/2 to 1 teaspoonful two or three times a day. 


Packing: Bottie pt 100 mi. 
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* BRAIN CELL NUTRIENT & LIFE IS FOR LIVING 
NATURAL TRANQUILISER 
* ANXIOLYTIC е SPARKLE YOUR DORMANT 
[* PURELY HERBAL WITH , VIGOUR & VITALIT Y. 
MEDICATED OIL e CHECKS AGING EFFECTS 
CELASTRUS PANICULATA AS BASE REJUVENATIVE. 
( JYOTISHMATI OIL ) e NON HORMONAL THERAPY. 


8 
a Y» Manufactured in India by: 


355% Vasu Pharmaceuticals Pvt. Ltd. 
3694 967/4. GIDC, MAKARPURA, VADODARA- 390 010. 
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From 
routine to resistant 
.. dermatoses 
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Contact Dermatitis 
Infected Eczemas 
Anogenital Pruritus 
Seborrhoeic Dermatitis 
Alopecia Areata 
Chronic Eczemas 
Psoriasis 





” ‘ 






> .. 
21% -“. 
^ 


„КЕККЕ КККК ОККО ККК АЖЯКААЛААЛААЛАЛИ 


“. ъ=. 
уи beer 

` х AOL 2 
Ы o™ с 


LI % 
> ‘ 
i Vr. qQ* q ow 3 P 
ENE ` > а, fee che 
- E » sb ; Ww." 7". 2 
# 9+ Atte a s 
` / ы? s Ne L > - 
LA 3 % > de hw . ж е б 
E > За 4 he, TS ч. : қ 
Cua. 


= 


RAN 


"3 44454 
ae 
R Жы 
КУ; UST, 
ds 
-< 


Ке 
ез 
3s 


ad^ 
wnai 
z 


M, Хе 
-%. 
ач А, 


e 2“ ай" - 
"АЙТ з= - 


E 
52" 
^s 
" 4”, 





(Beclomethasone Dipropionate) unde | д}. 
а с a m en 
the system-sparing topical steroid ^ Bombay 400008 
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THE RIGHT DELIVERY SYSTEM 
FOR RAPID CLINICAL RESPONSE 





| INJECTION 
DICYCLOMINE HCL 10 mg/ml 
е Acts directly on smooth muscles & Promoters 
provides rapid relief from pain & spasm. (9  , 
e Does not cause fainting, vasovagal ЮС 
shock & hypersensitivity. | 
е 15 free from analgin associated & SS LTD. 


anticholinergic side effects. MANUFACTURED BY 


SEE 

ү 
e С.!. Colic e Renal Colic е Biliary Colic € ОС! Pharmaceuticals Pvt. Ltd. 
Dysmenorrhoea ө Irritable Bowel Syndrome. GOA-403 601. 





THE GROWING NEED | 
FOR ZINC 


A regular daily intake of zinc is essential 


Unlike iron, there are no functional body stores of zinc for 
utilisation. Consequently, a regular daily intake of zinc is essential. 


Signs of zinc deficiency 


A broad spectrum of medical conditions can be 
associated with nutritional zinc deficiency. These vary in 
severity depending on the degree of the 
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ZINC — plus essential vitamins. 


Summary of Prescribing Information | 


Formula: Each capsule contains: Thiamine Mononitrate ІР. 10 mg. 
Riboflavine І.Р. 10 mg, Nicotinamide I.P. 75 mg. Pyridoxine 
Hydrochloride ІР. 2 mg. Cyanocobalamin LP. 7.5 mcg. Calcíum 
Pantothenate І.Р. 25 mg. Tocopheryl Acetate B.P. 20 mg, Ascorbic 
Acid LP. 150 mg, Zinc Sulphate Monohydrate (Equivalent to 22.5 
mg elemental zinc) 61.8 mg. Indications: The product is indicated 
whenever the administration of high potency B-Complex and 

C Vitamins are needed. Such conditions include convalescence, : 
chronic alcoholism, old age and associated poor diet, prolonged 
antibiotic therapy. debilitating diseases. As an aid to recover from 
illness and surgery, It is algo recommended in conditions involving 
special diets and weight reduction diets. Dosage: Adults and 
children above 12 years: ! capsule daily with food or after meals. 
Side Effects: Nil. 


Further information is available on request Post Box No.2. Bangalore 560 049. 
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Inj. Cyclopam (Dicyclomine НСІ) in abdominal 
colics - (A report on clinical Trial ). 


Banka N.H., Suhasini Sharma. 


ABSTRACT. 


The present trial is an open and non-comparative trial on Inj. Cyclo- 
pam (Dicyclomine НСІ), in 54 patients suffering from colicky abdominal 
pain of varying duration and aetiology. The patients were administered 
Inj. Cyclopam intramuscularly and its effectiveness in pain relief as well 
as its safety was evaluated by assessing various clinical parameters. 


It was noted that almost 70% of patients with abdominal colic ob- 
tained adequate pain relief with one or two injections of Cyclopam. 
No side-effects were reported. There were very few cases of recurrence 
of pain and,majority of patients did not require other analgesics or 


antispasmodic drugs. 


Abdominal colic is one of the commonest 
complaints encountered in clinical practice. 
Many antispasmodic preparatins are available 
in the market for treatment of colicky pain. 
Some of these are available in injectable form 
for rapid relief. Many such formulations con- 
tain analgin in addtion to antispasmodic drugs. 
Taking into consideration the adverse effects 
of injectable analgin like hypersensitivity or 
vaso-vagal shock (due to painful injection), it 
is preferable to administer a simple and effec- 
tive antispasmodic for relief of colic. INJ. 
Cyclopam is one such preparation contain- 
ing an antispasmodic, Dicyclomine hyd- 
rochloride only. Dicyclomine relieves spas- 
modic pain due to its direct relaxant action on 
the visceral smooth muscles as well as its limi- 
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ted peripheral anticholinergic effect. Incidence 
of anticholinergic side-effects with Dicyc- 
lomine is much less. It thus appears to be a 
safer alternative to antispasmodics contain- 
ing analgin. 


In the present trial, inj. Cyclopam was 
administered to 54 patients with spasmodic ab- 
dominal pain of varying aetiology and its effec- 
tiveness in pain relief as well as its safety was 
evaluated. 


Materials and Methods: 


The trial was conducted in the Dept. Of 
Medicine, J.J. Group of Hospitals, Bombay. 
Design of the trial was open and non-compara- 
tive. A total of 54 patients were included in 
the trial. АП these patients attended Medical 
O.P.D. with complaints of colicky pain in ab- 
domen of varying duration and aetiology. The 
most common complaint was pain in the 
epigastrium with vomjting/nausea or umbilical 
pain associated with diarrhoeal diseases, lum- 
bar or lower abdominal pain acccompanying 
urinary problems like dysuria, haematuria or 
pyuria. Patients were thoroughly examined 
after taking detailed history, to assess the diag- 
nosis and to exclude the possibility of any acute 
surgical condition. Patients were then admini- 
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stered inj. Cyclopam intramuscularly іп 
the dose of 2ml. (20mg. Dicyclomine HCI) 
Other orugs (not anti-spasmodics) were given 
as required. If the pain relief was inadequate 
after 6 hours, patients were administered a 
2nd dose of INJ. Cyclopam and a 3rd dose 
subsequently, if required. 


Parameters of Assessment: 


The following parameters were evaluated 
for assessing drug response. 


(i) Percentage of pain relief after 6 hrs. and 
after 24 hrs. 


(ii) Number of injections of cyclopam re- 
quired for adequate pain relief. 


(ii) Other analgesic-antispasmodic 
required. 


drugs 


(iv) Recurrence of pain. 


(v) Nature and incidence of side effects/un- 
usual symptoms reported. 


Cases studied - Break up 


S.No. Cause No of pts 
1. Possible upper G.I. causes 15 
Lower Gl cause/diarrhoeal 
diseases 9 
3. | Possibly urinary causes 11 
4. Liver/gall bladder involvement 7 
5. Aetiology - not clear 12 
Total 54 
Table 1: 
Percentage No. of patients showing relief 
painrelief After@hrs. After24hrs. 
Less than 50% 25 (47%) 17 (31%) ' 
50-75% 22 (42%) 19 (35%) 
75 - 100% 06 (11%) 18 (34%) 
53 54 


Table 2: 
No. of Inj. No. of Patients 
Cyclopam required requiring 
One 09 (17%) 
Two 21 (40%) 
Three 15 (28%) 
Four 08 (15%) 
Total 53 


3) No. of patients who required 


Other analgesic drugs — 09 (17%) 


4) Recurrence of pain — 2 patients (4%). 


5) Side effects/unusual symptoms 
reported - None. e 


Discussion: 


Incidence of abdominal colic is quite high 
in day-to-day practice. The most common 
cause includes gastro-intestinal problems ac- 
companied by vomiting and diarrhoea and uri- 
nary infections or calculi. Patients with spas- 
modic dysmenorrhoea, which is also a common 
cause were not included in this trial. 


After assessment of response to inj. Cyc- 
lopam, it was seen that 6 patients (1176) 
obtained almost total pain relief (75 - 100%) 
6 hours after inj. Cyclopam while 22 pa- 
tients (42% obtained 50 - 75% pain relief after 
the 1st injection. 9 patients (17%) required 
only 1 injection for adequate pain relief, 21 
(40%) required 2 and 22(43%) required 3 or 
4 injections. 


After 24 hours 37(69%) patients had more 
than 50% to almost complete pain relief. Pa- 
tients with colic associated with diarrhoeal 
problems showed better pain relief as also 
those with epigastric pain. 

Only 9 Patients (17%) out of 54 required 
other analgesic drugs in addition to inj. cyc- 
lopam for adequate pain relief. in rest of 
the 45 patiénts, inj. Cyclopam alone was 
sufficient for relief of abdominal colic. Pain 
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relief, onece obtained was maintained in al- 
most all the patients except in two. 


The most significant fact emerging out of 
this trial was that in none of these 54 patients 
any side effects or unusual symptoms were 
reported. This feature is in favour of the safety 
of Inj. Cyclopam in patients with abdom- 


inal colic. 


Conclusions: 


It can be concluded from the trial that Inj. 
Cyclopam can provide adequate pain relief 
to almost 70% of patients of abdominal colic 
without any significant risk of side effects. The 
pain relief obtained with Іп). Cyclopam 
is maintained with very few cases of recurr- 
ence. With Inj. cyclopam - Majority of 
patients do not require other analgesic drugs 
which may add to the risks. 


ж ж ж 


WHY D^» WE SWING OUR ARMS? 


We swing our arms when walking and running. The action is automatic and must 
surely be neurologically mediated. Since the direction of swing is the reverse of that in 
the ipsilateral leg, the action would seem to be a vestige of our ancestral quadrupedal 
locomotion. There are some variations on this theme which nay throw a little light on a 
dark area. The movement is no mere pendular swing. It is an active movement reflecting 
in its vigour that of the legs. Arm movements are violent in competitive sprinting. If one 
arm is prevented from swinging (for example, only one shopping bag) the free arm almost 
doubles the range of its swing. Which part of the brain tells it to do this? A patient in 
his middie 40s presented with early symptoms of parkinsonism affecting one arm. The 
initial symptom was a failure to swing that arm when marching during his days in the army. 


* * * 


(BMJ Vol.298 24 June 1989) 


* * * 


A 60 year old jazz musician could not improvise on his saxophone because he was 
losing the ability to play long notes; he had no other respiratory symptoms ("Neu 
England Journal of Medicine” 1989;321:52). A chest radiograph showed collapse of the 
left upper lobe but bronchoscopy gave negative results. At thoractomy mediastinal and 
paratracheal adenopathy were found: the cause was non-Hodgkin's lymphoma. The musi- 
cian did well, thanks to the early diagnosis of “saxophone dyspnoea.” 


* * * 


Knowing others is wisdom: 
Knowing the self is enlightenment. 
Mostering others requires force; 
Mostering the self needs strength. 
He who knows he has enough is rich. 
Perseverance is a sign of will power. 
He who stays where he is endures. 


(BMJ Vol.299 29 July 1989) 


* * * 


To die but bot to perish is to be eternally present. 


ж ж ж 


..600 B.C. (China). 
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Basilar artery migraine - A case report 


Dwivedi S., Desai P.C., Rao S.N. 


Summary 


A 20 year old male patient presented with attacks of headache pre- 
ceded by visual disturbances and associated with vomitting, lacrimation 
and right hemiparesis due to basilar artery migraine. CSF examination, 
EEG and CT scan were normal. Patient recovered completely with Er- 


gotamine and Beta - blockers. 


Key words: 


Visual Disturbances - Occipital headache 
- Basilar artery Migraine. 


Introduction: 


The recognition of basilar artery migraine 
is important to distinguish it from other vascu- 
lar syndromes involving brain stem region 
(Bickerstaff, 1961). The prompt relief of 
symptoms with Beta-blockers and Ergotamine 
has an immense therapeutic significance. We 
report herewith a young man who presented 
to us with clinical features of basilar artery 
migraine which responded dramatically to er- 
gotamine and propranolol. 


Case report: 


Mr. BKS, a 20-year old man presented with 
complaints of attacks of severe occipital 
headache which was throbbing in nature and 
lasting for 2 - 3 hours. Headache was preceded 
by diminished vision and lacrimation in the 
right eye lasting for 1 - 2 minutes and was 
associated with vomiting. He also complained 
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of seeing floating objects in front of the eye 
and swaying to the right side while walking. 


Examination revealed Horner's syndrome 
and positive cerebellar signs on the right 
side. There was motor weakness (power - 
grade iv). of right upper and lower limbs. Car- 
diovascular examination was normal. 


Routine laboratory investigations includ- 
ing CSF were normal. CT Scan of the brain 
and EEG were also detected to be normal. 


The patinet was put on ergotamine and 
propranolol to which he responded promptly. 
The basilar symptoms disappeared after one 
week of therapy. He is now free cf migrainous 
symptoms for more than last one year. 


Discussion 


Majority of the premonitory symptoms of 
migraine are due to the vasoconstriction in the 
internal carotid artery territory; however in a 
few individuals a distinct clinical syndrome 
comprising of vasomotor changes in the terri- 
tory of basilar artery or its branches is observed. 
This type of migraine is known as basilar artery 
migraine (Bickerstaff, 1961). This is charac- 
terized by vivid teichopsia, partial or complete 
loss of vision in one or both eyes, ataxia, vertigo, 
tinnitus, paraesthesia, dysarthria and transient 
loss of consciousness. These premonitory 
symptoms usually last from a few minutes to 
half an hour. Disappearance of premonitory 
symptoms is accompanied by onset of 
headache which is usually occipital, throbbing, 
often accompanied by vomiting and aggra- 
vated by bending forwards (Bickerstaff, 1961). 
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In between the attacks, the patient may be 
normal or may have more classical migrainous 
episodes. Our case fits into the above descrip- 
tion. 


Unconsciousness in some of the basilar ar- 
tery migraine individuals results probably from 
ransient ischemia of the brain stem reticular 
formation (Bickerstaff, 1961). Since the inci- 
dence of epilepsy seems to be higher in mig- 
raine patients, unconciousness must be diffren- 
tiated from an epileptic attack (Basser, 1969). 


In girls, these attacks are strikingly related to 
menstruation. Predilection of basilar artery 
migraine for young adolescent girls may indi- 
cate influence of hormonal imbalance on vaso- 
motor control (Bickerstaff, 1961). 
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DIGITAUS-UKE SUBSTANCE DISCOVERED IN HUMAN PLASMA 


Researchers at The Upjohn Co. and the University of Maryland have isolated a sub- 
stance in human plasma that may be directly involved in the development of high blood 


pressure, called digitalis-like factor or DLF. 


The medicine digitalis is derived from the foxglove plant. Previous research has shown 
that a variety of cells, including those of the heart and blood vessels, have receptors to 
which digitalis binds. This observation led to speculation that humans produce a chemically 


similar substance. 


By identifying both the chemical composition and origins of DLF, researchers hope to 
find a way to block its action in order to treat those patients who suffer from high blood 


pressure because of abnormal levels of DLF. 


Patients with congestive heart failure are given digitalis to stimulate heart muscles, 
improving cardiac output. In these patients, a beneficial effect of digitalis is beleved to 
be related to the effect of the copound on a ‘sodium pump’ in heart muscle cells. 


This same mechanism of action is present in smooth muscle cells in a blood vessel 
wall, which are always in a state of pertial contraction, or resting tension. In people with 
high blood pressure, the muscle cells contract more than they should. For these cells to 
contract, the amount of calcium inside the cells must rise above a threshold level. The 
calcium level inside the cells is governed by the ability of cells to pump out sodium. When 
sodium levels in the cell are low, calcium levels are also low and blood pressure remains 


normal. 


Digitalis or DLF inhibits this "sodium pump", thereby preventing reduction of sodium 
levels that build up within cells by other mechanisms. Consequently, calcium levels inside 
the cells rise, increasing the tension of the vessel walls and thereby elevating blood 


pressure. 
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(Hawaii Med.J - Vol.48, No.3-March 1989) 
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Foreign body in urinary bladder - А case report 


Saxena O.P., Nema B.K., Saha P., 


Abstract 


A rare case of a foreign body in 14 yrs. male child has been reported 


and relevant literature reviewed. 


Key words 


Foreign body - Urinay bladder plastic 
Wire. 


Introduction: - 


Foreign body in bladder are common, A 
variety of foreign bodies, such as manicure 
sticks, hair clips, and candle grease and the 
presence of such objects in the bladder is usu- 
ally accounted for by urethral masturbation or 
attempts to produce miscarriage. No case of 
plastic coated electric wire is reported in litra- 
ture. A case seen and successfully treated at 
Burhar Central Hospital is reported here. 





Fig. 1 . 
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Case report:- 


R.S. 14 yrs. Hindu male student in 5th class 
came to surgical O.P.D. with complaint of 
painless haematuria on 13.1.1986. On exami- 
nation no abnormality was detected except 
supra pubic tenderness. Urine examination 
showed pus and R.B.C. X-Ray abdomen 
showed an irregular coiled rediopaque 
shadow. Supra-pubic cystostomy was done and 
foreign body was removed which consisted of 
2 plastic coated electric wire measuring 23 and 
15 respectively with huge deposition of calcium 
oxalate crystal. Postoperative period was un- 
eventful. On interrogation child revealed a his- 
tory of introuction of F.B. to cure his scrotal 
haematema which he had sustained due to a 
cycle injury and some of his friends advised 
him that it will be cured if he passed the wire 
through external meatus. 





Fig. 2 


Discussion:- 


Foreign bodies in urinary bladder are very 
common. Foreign bodies like hair pin, mani- 
cure sticks, candle grease are reported in liter- 
ature but foreign body in a male child like a 
long elective wire has not been reported in 
literature and this prompted us to report this 
case. 
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* * * * * * 


Anterior knee pain in adults is a consistently underdiagnosed problem, and may 
appear in the clinic billed as ‘meniscal damage.’ The diagnosis in this group ranges from 
rarely articular cartilage damage tofrank osteoarthiritis and in the vast majority of patients, 
pain arises from the patello-femoral joint. 


Key points in the history are: 


* Pain on ascending and descending stairs 

* Pain on getting up from a sitting position 

* ‘Grinding, carching or locking’ of the knee, with anterior pain 

ж ‘Giving - шау of the knee 

ж A painful ‘burning’ sensation with swelling of the knee at the end of the day. 


Predisposing factors should be sought, such as kneeling job or a new exercise bike. 
Examination should take account of quadriceps wasting, a small effusion and a positive 
patellar grinding test. With the patient sitting on the edge of the couch, resisted active 
extension at various angles usually clinches the dagnosis. 


This group can be treated, at least initially, by intensive isometric quadriceps exercises. 
Pain causes quadriceps weakness which in turn allows loss of turgidity of the patellar 
articular surface and pain from underlying bone. Unless the muscles ore effectively rehabili- 
tated, the function of the knee will deteriorate. The treatment programme is best adminis- 
tered by a physiotherapist, and may need to be performed for several months to control 
the symptoms. 


(The Practitioner, 22 November 1988 Volume 399) 
* * * * * * 


Ше stand almost aghast before the power of that fore-knowledge which enables 
the medical man not only to decide, in any given case of disease, its probable duration, 
curability, danger, complications, recurrence, etc., but also to bid the sick more rapidly to 
recover, and the dying to prepare for his end. The confidence it compels, and the oppor- 
tunities it gives the physician to prove the value of his calling, the high and noble honesty 
of his words, cannot be questioned, any more than the propriety of cultivating to its 
utmost all the ability needful to the judicious exercise of this art of prognosis. The - 
qualifications and attainments essential in this may be said to comprehend those which 
give superiority in other departments of medical science. These are some, however, more 
peculiarly requisite. As a foundation, the accurate discrimination of diseass is indispens- 
able, and, therefore, the habit of close observations, and the most extensive knowledge 

of semiology as deduced from pathology, upon which only can a correct diagnosis depend. 
Yet on many occasions this will prove a very inadequate guide to the prediction of 


ultimate results... 
Ф 


JOHN CRONYN, MD 
(Trans NV State Med Assoc 1890; 7:37 - 49) 


(New York State Je of Med. October 1988) 
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Malarial urticaria 


Bhatia R.S., 


Introduction 


Malaria a global problem which has become more dangerous now 
as it was three decades back!. Urticaria in patients suffering from fal- 
ciparum malaria has been long back reported in 19207 but this association 
is not commonly seen in clinical practice. We present a short observation 
of 2/82 patients of malaria presenting with urticaria, which responded 


very well to animalarial therapy. 


Case report: 


82 patients attending Dr. Bhatia's clinic 
were clinically diagnosed as suffering from 
malaria. Routine urine, stool, haemogram 
were ordered and two patients, presenting with 
urticaria were clinically evaluated for all the 
common causes. Peripheral blood smear was 
positive for plasmodium falciparum in both 
cases, both being males, 14 years and 32 years 
old, respectively. Other investigations to rule 
out other causes of urticaria were negative. 
Both the patients recovered fully, responding 
to antimalarial therapy, within two days. Urti- 
carial lesions involved extremities as well as 
face in both the patients and in addition exter- 
nal genitalia in the elderly male. Urticarial le- 
sions generally present as small, nonpitting, 
odematous, localised, circumscribed wheals 
involving superficial layer of dermis. Few of 
the lesions, may coalesce sometimes to form 
giant wheals, which has erythematous margins 
with a central blanched area. At the same time, 
these lesions are pruritic too. These lesions were 
a source of apprehension in both the patients 
to their relatives. 


Discussion:- > 


Uriticaria is a cutaneous manifestation of 
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malaria. Malarial association with urticaria 
dates back to Hippocrates, first described in 
19202. Urticarial response is due to release of 
histamine from the tissue mast cells lying ad- 
jacent to blood vessels, from where histamine 
has easy access to micro-circulation causing 
vascular changes leading to a triple response". 
This is further contributed by other inflam- 
matory mediators in the mast cells as well as 
chemotactic factors for neutrophills & 
eosinophills. Malarial urticarial development 
appears to be multifactorial. Immunological 
mechanism involves possibly both IgE and com- 
plement systems ®”. Even physical exercise 
has been reported to be a triggering factor". 
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Chronic cor pulmonale in pulmonary 
tuberculosis 


Samal K.K., Lath J.R., Biswal B.L., Singh P.K., Mishra S.C. 
Abstract 


We studied 200 sputum and/or radiologically proved patients (156 
males and 44 females) to find out the incidence of chronic cor pulmonale. 
Five were industrial workers and 195 were either farmers or daily labour- 
ers. Most of them came from rural areas and had low income. Sputum 
for AFB was positive in 86.5%. Chronic cor pulmonale was observed 
іп 9 (4.5%) cases (7 males and 2 females) and was common after 40 
years of age (7cases). The duration of tuberculosis was 1-5 years in 
majority of cases (6). Radiologically 6 cases had far advanced and. 3 
had moderately advanced lesion. 7 of them had bilateral tuberculosis. 
7 cor pumonale patients had positive sputum for AFB. Evidences of 
cor pulmonale were observed: Clinically, electrocardiographically and 
radiologically in 1, clinically and electrocardiographically in 2, clinically 
and radiologically in 1, electrocardiographically and radiologically in 1 
and only electrocardiographically in 4. Two of them had heart failure. 


Key words: 


Pulmonary tuberculosis chronic cor pul- 
monale. 


Introduction 


Tuberculosis still persists as a common in- 
fectious disease in India. If patients suffering 
from chronic pulmonary tuberculos is with 
extensive destruction of lung tissue and fibro- 
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sis, do not die in the process, are known to 
develop chronic cor pulmonale. Now with suc- 
cess of chemotherapy considerable proportion 
of residual deaths from tuberculosis are due 
to cor pulmonale. In India number of cor pul- 
monale patients are likely to be more due to 
incomplete treatment and inadequate medical 
facilities. Several workers from India"? have 
reported variable incidences of cor pulmonale 
ranging from 5.78% to 47.5%. The present 
study had been undertaken with an aim of find- 
ing out the incidence and to correlate this with 
age, sex, nature, duration and extent of the 
lesion. 


Material and methods 


The present study included 200 patients 
(156 males and 44 females) who attended 
Medicine and Chest Departments of V.S.S. 
Medical College Mospital, Burla, Orissa. Pa- 
tients diagnosed to be suffering from pulmo- 
nary tuberculosis on clinical basis were sub- 
jected to chest-X-ray and sputum examination 
for AFB. Those cases who showed positive 
results in atleast one of these parameters were 
taken up for evaluation of the presence of cor- 


pulmonale. A detailed history, suggestive of 
pulmonary tuberculosis and past history of tak- 
ing antituberculous drugs were taken in each 
case. 


Sputum examination to demonstrate AFB 
was done by ZN Stain. Three samples of sputa 
were examined in three consecutive days be- 
fore declaring to be bacteriologically negative 
in each patient. X-ray of Chest, both P.A and 
lateral views, was done for assessment of the 
degree of pulmonary involvement by the dis- 
ease and for evidences of the features of cor- 
pulmonale. The elctrocardiographical study 
was done in each case in order to find out the 
evidence of cor pulmonale. 


The criteria to diagnose cor pulmonale are 
as per WHO 19614. They are (a) presence of 
parasternal heave, epigastric pulsation or signs 
of right ventricular hypertrophy of failure clin- 
ically, (b) evidence of pulmonary arterial 
hypertension and right ventricular enlarge- 
ment radiologically, and (c) electrocardiog- 
raphic indications of the presence of cor pul- 
monale, e.g. (1) right axis deviation (2) P pul- 
monale (3) tall R wave in leads AvF and V, 
with a small R wave and deep S wave in the 
left precordial leads (4) an isoelectric or nega- 
tive T wave in lead II, a negative T wave in 
leads III and AvF (5) negative T waves in right 
precordial leads and (6) complete or incom- 
plete right/bundle branch block (RBBB). 


Table -I 


Age wise distribution of pulmonary 
tuberculosis and cor pulmonale 











Age group Numberof No. of 
in years pulmonary сог pulmonale 
tuberculosis 
15-20 13 0 
21-30 ur 1 
31-40 54 1 
41-50 44 4 
Above 51 33 3 
Total 200 9 











Table - 2 
Nature and extent of pulmonary tuberculosis 
| giving rise to cor pulmonale 
Nature Extent of No.of pulmo- No.ofcor- ^ Percentage 
Pulm. T.B. пагуТ.В. pulmonale 
cases 
A.Side-Unilateral 88 2 1 
Bilateral 112 7 3.5 
B. No.ofzones 1-3 6& 1 0.5 
4-6 132 8 4.0 
C. Nature of T.B. 
Infiltration 52 0 0 
Infiltration & 
Fibrosis 66 3 1.5 
Infiltration, 
Cavitation and 
Fibrosis 82 6 3.0 


А i сым tire А. 1 
Table-3 
ECG Findings in 9 cor pulmonales 








ECG findings No.of Percentage 
cases 

‘p, pulmonale 9 100 
OR pattern 2: 2232 
ORSaxisshiftedtoright 6 66.66 
(+110°) 
VAT > 0.03 sec. 11.11 
R/S > 1 in V, 55.55 
Predominant 'S' in lead I 33.33 
RBBB 


Inverted “Тіп Vito V, 
Inverted 'T' in II & III 
Sinus tachycardia 


Cn A A NUU m 
м2 
кә 





Results 

The age wise distribution of patients were 
shown in Table-1. Incidence of cor pulmonale 
was highest after the age of 40-years. Cor pul- 
monale was observed in 7 males and 2 females. 
Sputum for AFB was positive іп 7 cases of 
cor pulmonale and negative in other 2 cases. 
Duration of tuberculosis was less than 1 year 
in 1case, 1-5 years in 6 patients and more than 
5 years in only 2 саѕеѕ. Five patients were in- 
dustrial workers while rest 195 cases were 
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either farmers or daily labourers. Cor- 
pulamonale was observed in 4 industrial work- 
ers and in 5 cases who were either farmers of 
daily labourers. Nature of pulmonary lesions 
giving rise to cor pulamonale were shown in 
Table-2. 

Majority of cases having bilateral and far ad- 
vanced tuberculosis had cor pulamonale. The 
ECG changes of the 9 cases of cor pulamonale 
were shown in Table-3 and the basis of diag- 
nosing the cor pulamonale was shown in Table- 
4. Heart failure was observed in 2 cases. Four 
cases of cor pulamonale had readiological 
changes in heart and lung vasculatures (dilated 
hilar vessels were present in 2 cases, increased 
transverse diameter of heart in 1case and filling 
of pulmonary bay was there in another case). 


Table-4 


Basis of Diagnosing cor pulmonale in 
pulmonary tuberculosis 











Basis of Diagnosis No.of Percentage 

cases 
Clinical, Radiologcal& ECG 1 11.11 
Clinical & ECG 2 22 
Clinical & Radiological I ИН 
ECG & Radiological Е 
ЕСС only 4 44.44 
Discussion 


Incidence of Cor pulmonale in pulmonary 
tuberculosis ranges from 5.78% to 47.5% in 
different series! ^^. It was 4.5% in the pre- 
sent series. This wtde variation may be due to 
(1) the occupation and the living standard of 
the patients, (2) the modalities of treatment, 
(3) the diagnostic criteria of eor pulmonale 
adopted and/or (4) the number of the cases 
studied. 


Maximum incidence of cor pulmonale was 
seen in 5th decade and after that it is similar 
to the findings of others! ^9. Few workers?" 
һауе observed maximum incidence. in 3rd 
decade. Such variations may be due to (1) the 
age at which the patients suffered from tuber- 
culosis and /or (2) the duration of the disease. 


In the present series, the duration of illness 
giving rise to cor pulmonale was 1 to 5 years 
in majority of cases. Many have observed !” 
similar incidence within this duration, but 
others? have reported that majority af cases 
had duration of tuberculosis more than 5 years. 
In Kapoors(1959)’ series maximum cases had 
duration of disease for less than 2 years. Irregu- 
lar, incomplete or ineffective antituberculosis 
therapy and /or unnoticed minor respiratory 
infections enhance development of cor pul- 
monale, Table-2 showed the radiological na- 
ture and extent disease giving rise to cor pul- 
monale. In 8 cases the lesions were present in 
more than 4 zones while infiltration, cavitation 
and fibrosis is were the nature of pulmonary 
lesion in 6 cases. Hence, for the development 
of cor pulmonale, the nature and extentof pul- 
monary lesion rather than duration might be 
a definite factor. Others 2:5>79 have observed 
radiological findings which are similar to the 
present series. 


The clinical, radiological, electrocardio- 
graphical features of the cor pulmonale ob- 
served by us (as shown in Table-4) are-similar 
to the findings of others 7°. ECG changes 
are probably the first sign to diagnose cor pul- 
monale early and the clinical evidence comes 
next and radiological at a still later stage, and 
once all three are evident, the prognosis looks 
very poor. 


Clinically we observed fatigue and cough 
in all 9 cases (100%), dyspnoea in 7 cases, 
palpitation in 5, haemoptysis in 2, clubbing in 
1, pedal oedema in3, cyanosis in 2, tachycardia 
in 5, ascities in 1, hepatomegally in 2, promi- 
nent jugular veins in 4, parasternal heave in 
4, epigastric pulsation in 3, accentuated P in 
4 and tricuspid regurgitgtion murmur in 2 
cases. Hence, clinical recognition of cor pul- 
monale is difficult unless there is overt:cardiac 
failure, and is always underestimated. 
Levinsky (1961)?h&d observed that 2/3rd cases 
with definite postmortem evidence of cor pul- 
monale were missed on clinical grounds. 


Chronic cor pulmonale in pulmonary tuber- 
culos is develops commonly in the 5th-decade 
or after that. Both sexes are equally affected. 
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It is more commonly found in fibrocavitary 
tuberculosis, patients having postive sputum 
for AFB and and bilateral tuberculosis are 
likely to suffer from cor pulmonale. Industrial 
workers are more vulnerable than non indust- 
rial persons. In the present series only 5 cases 
out of 195 non industrial workers (2.56%) de- 
veloped cor pulmonale. Again the age of onset 
was like the other diseases giving rise to cor- 
pulmonale. The incidence of chronic corpul- 
monale in our series was very low when com- 
pared with others; though our patients were 
poor, had extensive bilateral and fibrocavitary 
lesions and received inadequate 
chemotherapy. 
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Temperature recordings made ot home during the winter showed that most 4 month 
old infants had a well regulated endogenous rhythm, which appeared to be independent 
of ambient temperature and amount of clothing (Archives of Disease in Childhood 
1989:64:596-9). Rectal temperature fell sharply from above 37°C after the infant was 
put down, remained stable at upto 1°C lower for a number of hours, and then rose 
gradually during the rest of the night. At the same time room temperature fell by an 
average of 4.4°C (with wide variations), while thermal conductivity of clothing (tog value) 
rose by 188% when the infants were wrapped up for the night (Archives of Disease in 
Childhood 1989;64:600-4). Given the ability to thermoregulate, infants may have to 
sweat (skin temperatures are often high) to dissipate this extra heat. Advice to parents 
on the best combination of clothing and room temperature is at present lacking and 
objective evidence such as this is clearly needed. 


* * * 


(BMJ Vol.298 6 May 1989) 


* * * 


If a woman given rubella vaccine turns out to have been pregnant at the time she 
may be reassured; the vaccine virus is not teratogenic. This vardict from the United States 
Centers for Disease Control (Morbidity and Mortality Weekly Report 1989;38:291-3) 
confirms and strengthens research findings from Britain. It also means that doctors need 
no longer do a pregnancy test before giving the vaccine to a young woman. 


(BMJ Үо1.298 27 May 1989) 
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A Rational aproach to a case of jaundice 


Parimalam S., Jayanthi V., 


Jaundice occuring in an adult or a child 
quite often poses clinical challenging prob- 
lems both in establishing a definitive diagnosis 
as well as in its management. The problem has 
somewhat eased in the modern times with the 
discovery of serological markers of hepatitis 
virus infection, immunodiagnostic markers 
and availability of newer imagification and visua- 
lisation techniques. 


A patient suffering from jaundice may pre- 
sent to the physician with a varying complaints 
ranging from just abnormal liver function tests 
to severe disabling symptoms such as decom- 
pensated liver disease, chronic hepatic en- 
cephalopathy etc. When confronted with a pa- 
tient suffering from jaundice it is imperative 
to differentiate parenchymal from obstructive 
jaundice. An overlap of symptomatology and 
clinical findings is common and final confirma- 
tion of the diagnosis in these cases can only 
be done by either routine or at times sophisti- 
cated investigations. 


Hemolytic jaundice is a separate entity and 
is characterised by distinctive clinical and 
laboratory findings. 


A) Symptom analysis: 


The commonly encountered acute viral 
hepatitis presents with high coloured urine. 
pale coloured stool and scleral icterus. Prodro- 
mal symptoms precede the onset of jaundice 
and is characterised by anorexia, nausea. 
vomiting, arthralgia and at times even skin 
rash. Symptoms regress with onset of liver 
regeneration. 
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Pruritus, a common symptomatology, is an 
indicator of cholestasis. It is more disabling in 
extra-hepatic obstruction. In patients with 
primary biliary cirrhosis, pruritus is the earliest 
symptom in 50% of cases. 


Abdominal pain, an important symptom, 
may coexist with fever and jaundice. When 
pain is colicky and localised to right hypochon- 
drium and is associated with fever and chills, 
the possiblity of gall stone disease with ascend- 
ing cholangitis is considered. Liver abscess 
may also present with these symptoms. In 
extra-hepatic obstruction due to mitotic lesion 
abdominal discomfort is more common than 
pain, and fever with chills is an unusual presen- 
ition Іп acute viral hepatitis. and alcoholic 
hepatitis, pain localised to the right hypochon- 
drium is a dull ache. There may be associated 
low grade fever. 


Rarer presentations. of jaundice include 
a) abnormal liver function tests especially dur- 
ing recovery phase of viral hepatitis or infecti- 
vus mononucleosis or in unconjugated hyper- 
bilirubinemia b) abdominal pain тау be 
localised elsewhere other than the abdomen 
e.g. severe back pain in carcinoma head of 
pancreas. referred right shoulder pain in gall 
stone disease and abscess liver involving the 
right lobe. c) Lastly intrahepatic cholestatic 
jaundice is classically seen in benign recurrent 
cholestatic jaundice and in recurrent jaundice 
of pregnancy (both fairly rare conditions). 


Study of onset and course of illness in a 
liver disease helps to a great extent to differen- 
tiate the various aetiological types of jaundice. 
History of recent hepatotoxic drug or alcohol 
ingestion, recent blood transfusion of frequent 
needle pricks and occurence of homosexual 
and sexual contacts in family members estab- 
lishes the aetiology in most forms of acute 
hepatitis. Deep prolonged cholestatic jaundice 
with history of ascending cholangitis, and pre- 
sence or absence of palpable gall bladder 
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makes one suspect acute viral hepatitis with 
coexisting gall stone disease. In presence of 
intermittent jaundice associated with melena, 
hematemesis or just anemia, possibility of 
periampullary carcinoma is to be considered. 
In sub acute failure following acute hepatitis, 
jaundice persists for more than 5 weeks and is 
associated with features of liver cell decompen- 
sation. Primary biliary cirrhosis though rare, 
presents with severe pruritus, hyperpigmenta- 
tion of skin and raised alkaline phosphatase. 
As mentioned earlier pruritus precedes jaun- 
dice and liver cell decompensation. 


B) Role of Investigations: 


Progress in diagnosis of liver disease has 
been attributed to sophisticated biochemical, 
serological and radiological imagification 
techniques. Most of these tests help in confirm- 
ing the clinical findings and even today a de- 
tailed clinical examination of a case of jaundice 
is considered an ideal method of evaluating 
these patients. 


Relevant liver function tests give a clue to 
the diagnosis and also help to follow up cases 
suffering from various types of liver disease. 
Transaminase estimation is important in 
parenchymal liver disease such as acute 
hepatitis related to drugs, virus or alcohol. The 
degree of elevation is suggestive of diagnosis 
in certain cases. In acute viral hepatitis there 
is a 8 to 10 fold increase in the transaminases. 
Alanine aminotransferase (ALT) elevation is 
less than Aspartate aminotransferase (AST) 
in alcoholic hepatitis. Transaminase does not 
show significant elevation in obstructive jaun- 
dice. It is less elevated in extra-hepatic obstruc- 
tion as compared to cholestatic jaundice of 
parenchymal origin which shows a 3-4 fold in- 
crease in levels. Table I depicts briefly the liver 
function tests in different types of jaundice. 


Virological and immunological profile in 
viral hepatitis (both Type A & B) gives infor- 
mation on the type of hepatitis, infectivity and 
the possible outcome of the illness. Table II 
depicts the significance of the various viral 
markers. 


When diagnosis is not possible even after 
a detailed clinical and biochemical workup, 
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imagification techniques are necessary. 


a) Ultrasonogram is an important, simple, 
inexpensive and non-invasive investigative 
procedure and as at present is often ordered 
as the first investigative procedure for choles- 
tatic jaundice. It is very useful in sorting out 
intra and extra-hepatic jaundice and helps to 
localise the site of obstruction and also the 
possible cause for obstruction. 


Gall bladder is an ideal organ for sonogram 
screening. Gall stones are easily picked up by 
their echo dense character and posterior acous- 
tic shadows. Diagnostic accuracy is around 
96%. In acute cholecystitis thickening of gall 
bladder wall with or without bile sludge can 
be seen. While dilated intrahepatic or ex- 
trahepatic biliary radicles aree easily picked 
up, sensitivity of sonogram in detecting distal 
common bile duct lesions is markedly reduced 
due to overlying as in duodenum, 


Patients with short duration of cholestatic 
jaundice usually take time for biliary tract di- 
latation when the cause for jaundice is obstruc- 
tive . Hence the need for a second look sonog- 
ram screening when the initial procedure 
proves inconclusive and there is a high suspi- 
cion of obstructive pathology. Positive findings 
may be seen after 3 to 4 weeks of onset of 
jaundice. 


Ultrasonogram has its limitations іп diag- 
nosing biliary atresia, secondary or primary 
slerosing cholangitis, bile duct carcinoma, be- 
nign structures of the bile duct, traumatic or 
inflammatory granuloma of the liver and space 
occupying lesions of less than 1 cm in the liver. 


b) Liver biopsy has a limited role in deter- 
mining the Cause of jaundice due to overlap 
in histopathologv findings. It has however a 
diagnostic role in picking up chronic hepatitis, 
drug and alcohol induced hepatitis, primary 
biliary cirrhosis and disseminated focal dis- 
eases of the liver. $ 


c) Percutaneous transhepatic cholangiog- 
ram (PTC) and Endoscopic retrograde 
cholagiopancréatogram (ERCP) confirm the 
findings detected ай ultrasonogram апа 
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TABLE I 


Liver function tests in jaundice of varied aetiology 


Disease Alt Ast Alk Phos Gmma Pt 
Globulin 
AC Viral hepatitis IUXN Lessthan ALT 1-2 XN N N 
Alcoholic Hepatitis Less than AST 1-5 XN І-2ХМ N N 
Drug induced hepatitis 10X N 10X N 1-2 XN N N 
Chronic hepatitis 2-10XN Less than ALT 1-2 XN 2-3X N Deranged 
Cholestatic Jaundice I-4 XN 2-5XN 1-2 ХМ № № 
Extra Hepatic Obstruction 2-4 X N 2-4 X N 2-10XN М N 
Biliary Cirrhosis 2-4 X N 2-4 X М 220ХМ 1-2ХМ Deranged 


TABLE II 


Diagnostic serological profile of viral hepatitis 


—_— ——..--—-—-—-—-———.........-————— 


Serologicalmarkers HBeAg HBsAg Апі AntiHBc Anti HBe Anti HBs HDAg Anti HD 








HBclgM 
Acute type B Viral 
: hepatitis t + + + 
Convalescent phase 
(window) + + + 
Recovery phase + + + 
Hepatitis B Chronic + + + 
Carrier (no serocon- 
version) after 6 
months 
Hepatitis B Chronic + + + + + 
Carrier 
(late seroconversion) (positive beyond (positive (after 6 
after 6 months) 6 months) —  evenafter months) 
6 months) 
Hepatitis D Super- t t t 
infection (level falls (levels (after 
between2 elevated 6wks 
tof weeks) between ofacute 
2-6wks) infect) 
Hepatitis D Coinfection + + + + 
( between 4 to 12 
weeks) ы (between (after 
Й 4012 acute 
weeks) infection) 
Hepatitis a diagnostic Anti HAVIgM positive during acute infection 
Profile eAnti HAVIgG positive after recovery 
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demonstrate the exact site and nature of obstruc- 
tion. They are seldom done as an initial proce- 
dure. 


ЕКСР is a preferable procedure in com- 
mon bile duct lesions including stones in the 
duct, biliary tree lesions with minimal or no 
dilatation e.g. biliary stricture (benign and 
malignant), primary sclerosing cholangitis, 
congenital anomalies of the biliary tree. Depth 
of jaundice or functional status of the liver is 
not a contraindication. 


PTC is an extremely valuable method for 
demonstrating the biliary system when dilated 
at sonogram and is usually done pre opera- 
tively. 


d) Role of CT and Radionuclide scanning: 
CT has a limited role in jaundice of paren- 
chymal origin. However it is most accurate in 
space occupying lesions of the liver. It is of 
limited value in gall bladder disease and it does 
not consistently demonstrate gall stone and 
may even fail to visualise thickening of the gall 
bladder wall. 


* * * 


Radionuclide scanning of the liver in pre- 
sence of elevated alkaline phosphatase or 
hepatitis is not useful. There are a large 
number of false positive results because areas 
of liver which are not well perfused give false 
appearance of tumour metastases. 
Technetium tagged HIDA or PIPIDA is 
used for scanning the biliary system. It is indi- 
cated for demonstrating patency of cystic duct 
in acute cholecystitis, for establishing biliary 
enteric shunt patency post operatively, also 
for detection of post operative bile leakage 
and in diagnosis of choledochal cyst. 


In conclusion, a detailed clinical assess- 
ment of a case of jaundice is an ideal method 
of evaluation of cause and aetiology of the 
disease. АП available sophisticated imagifica- 
tion and visualisation techniques only supple- 
ment the clinical exarhination. Sonogram of 
the liver and the biliary system is an important 
simple and inexpensive screening procedure 
available for cases of jaundice and can even 
be considered as an initial investigative pro- 
cedure during the first visit of the patient. 


* * * 


Teaching and documentation of resident's procedural skills is increasingly important 


for internal medicine residency programmes in the U.N. One of the goals of the internal 
medicine residency programme at the University ofSouth Dakota is to train broad-based 
general internists. Since the state is predominantly rural, general internists much be 
trained in both primary and secondary care. A general internist, particularly in a rural 
environment, must often perform medical procedures that are the purview of medical 
subspecialists. The required procedures are: 


Basic procedures Special procedures 
Cardiopulmonary resuscitation Flexible Sigmoidoscopu (30) 
Defibrillation Exercise Tolerance Test (3) 
Venepuncture Right Heart Catheterization (5) 
Arterial stick Lumbar Puncture (3) 

Pelvic exam Central Line Placement (3) 
Pap smear Paracentesis (3) 


Collection of vaginal secretions Bone Marrow Biopsy (3) 


Other special procedures 


The number is parenthesis is the minimum number of times residents must do theprocedure 
satisfactorily before they can do the procedure unsupervised. 


(South Dakota Nournal of Med. Nov. 88) 


* * * * * * 
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Serum cholesterol and morbidity and mortality 
of myocardial infarction - A six year study of 341 cases 


Ananthakrishnan Ramani, Sant Kumar, Bilgrami N.L. 


Abstract 


Serum cholesterol levels were estimated in 341 patients with myocar- 
dial infarction over a six year period. Relationship of serum cholesterol 
levels to age, sex, religion, nature of work, presence of hypertension 
and/or diabetes and smoking to the incidence, morbidity and mortality 
of myocardial infarction was determined. Hypercholesterolaemia was 
found to be an important, independent risk predictor for myocardial 
infarction, the accuracy for predicting risk being higher in the young 
(i.e. 40 years of age). A distinct escalation of risks is noted when other 
coronary risk factors are also present. | 


Key Words: 


Myocardial infarction, serum cholesterol, 
risk factor, morbidity, mortality 


Introduction 


Among the numerous recognised risk fac- 
tors for the development of atherosclerosis, 
one of the best documented is the association 
between serum cholesterol (SC) and coronary 
artery disease (CAD) which is extensive and 
unequivocal’. It is derived from a variety of 
sources including animal experiments, clinical- 
pathological, genetic and epidemiological 
studies. Although serum triglyceride levels 
have been associated with CAD in several 
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cross-sectional studies, prospective studies re- 
main inconclusive in their indictment of serum 
triglyceride as a coronary risk factor^^?. In 
sharp contrast, evidence from several prospec- 
tive studies clearly establishes that in an other- 
wise healthy population, the risk of CAD is 
directly related to the concentration of serum 
cholesterol! 


The present study was therefore conducted 
to determine the relationship of serum choles- 
terol levels to morobidity and mortality of 
myocardial infarction. 


Material and methods 


All patients with acute myocardial infarc- 
tion (MI) admitted to J. N. Medical College 
Hospital, Aligarh, U.P. during a six year 
period formed the material for this retrospec- 
tive study. The diagnosis of MI was based on 
the classical triad of chest pain, sequential 
ECG changes and elevated serum enzyme 
levels. Serum cholesterol was determined from 
a sample obtained after a overnight fast. 


Case records of 341 patients меге analysed 
to determine the relationship of serum choles- 
terol (SC) levels to age, sex, religion, nature 
of work (physical activity related to work), 
presence of hypertension and/or diabetes, 
smoking, cardiac complications and mortality 
in all cases. 
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Table-1 
General case profile of 341 Myocardial infarction cases - 


rr re те <Б EMPLEO CTORUM АУАНЫ cilm ROL 24/85: 
Age groups (years) Religion 


АГ ETT SO. Minde- "Medi. сызба 
NM ыы qo XP NC NEN 2 


Males 36 80 t05 81 5942: Жә 4 
Females 3 3-1 2 Р 20 20 і 
Tofal 39 85 126 93 154 182 5 


Percentage (76). H.44 24.93 36.36 27.2] 45.16 52.37 1.47 


-- 





Serum Smoking 








қ cholesterol (mg) (Cigarette/dav) 
250 250 Mild Mod. Heavy Non-smoker 
I0 10-20 Я 20 
Number of cases 283 58 46 96 45 144 
Percentage 82.99 17.01 16.42 28.15 13.20 42.23 


. 


Associated Diseases 





Diabetes Hypertension Both 
Males ә 36 70 28 
Females 6 12 8 
Total 42 82 36 
Percentage 12.32 24.05 10.56 
Observations | farction (MI) of which 300 were males and 


/ ; ` 4] females. The incidence of MI was seen to 
34] Serum pera ripe “= ене бе 9 per thousand patients of all maladies ad- 
RENE Ралана N- mitted to this hospital. Table-1 shows the gene- 


ral case profile of all patients. Relationship of 
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Shows relationship of incidence of MI Fig. 2 
in different age groups to risk factors, 5. 
cardiac complications, extent of myocardial Relationship gf serum cholesterol levels 
involvement and outcome. with age, sex and religion. 
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incidence of MI in different age groups to the 
presence of risk factors, cardiac complications 
and extent of MI (i.e. involvement of single, 


double or many walls) is depicted in Fig.1. 


Relationship of SC levels with age, sex and 
religion is shown in Fig.2 and Fig.3 shows re- 





Serum Cholesterol Levels (oom ЕЯ 


Fig. 3 
© Shows relationship of S. Cholesterol levels 
to morbidity and mortality patterns in MI 


lationship of SC levels to morbidity and mor- 
tality patterns in myocardial infarction. 


Discussion 


Many studies throughout the world have 
provided convincing evidence of the relation 
of plasma cholesterol to the development of 
atherosclerotic coronary artery disease and 
coronary mortality "^: ^. In this study hyper- 
cholesterolaemia was found in 17.01% of pa- 
tients with MI as has been found by other 
workers in India". Higher levels of SC was 
found by other workers! 7 7-!!. The probable 
reason for the lower SC levels as a whole in 
MI is the dietary and socio-economic pattern 
in Inidia as compared to the West. The average 
Indian diet is rich in dietary fiber of vegetable 


origin which tends to reduce plasma choles- 


terol concentration". Therefore, Indians with 
hypercholesterolaemia are at aehigh risk for 
MI as compared to their counterparts in the 
west. 


Young patients (40 vrs) with MI had sig- 


nificantly (p>0.05) higher mean SC levels. ` 


Hypercholesterolaemia ( 250mg%) was seen 
in 51.28% of young patients which is in conso- 
nance with the findings of other workers. 
7.6.10. The accuracy of predicting risk of CAD 
according to SC levels is greater in the young". 


There was no statistically significant difference 
in the mean SC levels among Hindus and Mus- 
lims or between males and females of either 
religions though higher levels of SC were found 
in women of both religions. Higher SC levels 
indicated increased risk particularly among 
younger women. 


Higher levels were found in smokers as 
compared to non-smokers and smokers with 
hypercholesterolaemia had higher mortality 
(58.9796) as has also been shown by innumer- 
able studies. ^?- '* "Smoking has also been 
found to be associated with decreased levels 
of HDL (Cardioprotective) cholesterol, as 
compared with those in non-smokers and ex- 
smokers. '?Higher mortality and cardiac com- 
plications were observed in those with very 
high levels ( 350mg% ) of SC though it was not 
statistically significant (p<0.10). In this study 
hypercholesterolaemia was found in 25.64% 
of expired cases. There appears to be a con- 
tinuous gradient of risk as the cholesterol level 
ascends, the higher the level, greater the coro- 
nary risk. ^'" Morbidity and mortality was 
higher in hypercholesterolaemics when as- 
sociated with other risk factors as uncontrolled 
diabetes and hypertension especially in the 
vounger and elderly ( 60 years) age groups. 
Hypertension and diabetes both enhance 
atherogenesis and the predictive value of SC 
increases in presence of other coronary risk 
factors. This is in consonance with the findings 
of other workers. '^ '7 


In conclusion, SC is also an important, in- 
dependent risk predictor of MI. The strong 
association of elevated SC levels and morbidity 
and mortality indicates that physicians should 
determine the coronary risk status including 
hypercholesterolaemia of most individuals, 
preferable at 20-30 years of age. In patients 
with a high risk or nonoptimal profile, an at- 
tempt should be made to modify alterable risk 
factors like hypercholesterolaemia bv dietary 
modifications and drugs. 


The goal should therefore be prevention 
of atherosclerosis and coronary arterv disease 
rather than treatment . 
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* * * 


Behcet's sypdrome(BS) presents classically with recurrent oral and genital ulceration 
and ocular lesions. Many cases present atypically with neurological, arthritic, vascular or 
nondiagnostic cutaneous manifestations with none or only some of the classical triad. 
Neurological involvement occurs in 10-25% of patients with BS, Neuro-Beheet's was 
classified by Pallis and Fudge (1956) into 3 types: brain stém syndromes, meningomueltic 
and organi confusional states. Intracranial hypertension (ICH) is the fourth type of neuro- 





Behcet's. 
* (J. of the Royla Soc. of Medicine, Voluem 81 Rugust 1988). 
a 
* * * * * * 
а 
82 ТНЕ АМТІЅЕРТІС * FEBRUARY 90 


With brofentol, 
DuckBill Drugs has created 


а дар- 


bo adi o RN ERSTE" неме TOES 
| | 
| і 
І І 
І І 
| i 
| 
BL EL. pv - с а =F ы set 
Expectorant ERG 





















It has created a generation-gap in COMPOSITION: 
expectoration. Brofentol Each 5 ml. contains: 
Expectorant is the latest scientific — Bromhexine 


Hydrochloride ЕР. 4 mg. 


T = qe 
concept in treatment of tough È t UE 
Guaifenesin B.P.C 50 mg. 


cough, sticky mucoid and da... 4 
Ld 


respiratory ailments. Pseudoephedrine 
Another crowning remedy from | Hydrochloride ВР. 15 mg. 
DuckBill Drugs—destined to defeat 4 F^ Glycerin EP. 296 v/v 
diseases. Moreover, DuckBil's — Loth Sorbitol U.S.P 2% v/v 
commitment to quality backed 84 ет! 1 Colour Amaranth 

by advanced technology Г $ DOSE: 


makes action an assurance. 
No wonder, Brofentol is the 
mosj-prescribed expectorant 
today. 


Children (1 to 10 Yrs.) 1 t.s.f. 
two to three times daily or 
as directed by the Physician. 


Adults: 2 t.s.f. 3 to 4 times daily 
or as directed by the Physician. 


PRESENTATION 


100 mi and 400 тї 
. WB 22 AEQ ae 
e Emphysematous Bronchitis 8 -5-- жемесе MNT 1 
p xw 


e Sinusitis complicated with A хе 


IRS 63, Gangapuri, Tollygunge, 
Bronchitis UR ete: Calcutta-700 093. 
e Pharyngitis 


e Laryngitis 
e Tonsilitis 
e Tracheo-Bronch?tis and 
many a Tussal Malady... 


BROFENTOL 
is А Dependable Remedy 


e Asthma with or without 
Bronchitis 


e Bronchiectasis 
е Bronchiolitis 










Pressco Advtg./DD/Bgd 


A28 THE ANTISEPTIC FEBRUARY 1990 












For Controlling night emission. 
Spermatorrhoea, Prostatorrhoea, 
excessive libido, premature 
ejaculation 


Svergen 

Spermatogenic tonic for male 
sterility. Nervous debility, seminal 
complaints. 


Potenza 


For sexual neurasthenia, Impotence 
and debility in young men. 


Royal Elpha 

For sexual weakness, impotence, 
psychic sex disturbances in middle 
aged men. 


Virogen-G 

For chronic impotence, sexual 
neurasthenia, psychic impotence in 
men over 50. 


Power Pills 


For temporary increase of retention 
and sex vigour. 


Tila Sultani 


External rubefacient for eradicating 
impaired blood circulation 
necessary for strong erection. 


А 


Detaled Literature on request, 


RS LABORATORIES 
"pce РМ ROAD. BOMBAY.400 001. 





Rachnakar 89 


DISTRIBUTERS: LILAJIT & Co., 25/4, Raja Nabak' ssen Street, Calcutta - 5., SETHI AGENCY, 3017/45, 
Dhamanr Market, Sita Ram Bazar, Delhi - 6, JANTA MEDICAL HALL, Pindi Street, Ludhiana - 8., 
MEDIWAYS, 19 Club Market, Kamal - 1., ORIENTAL MEDICAL STORES (AGENCIES), Khair 


THE ANTISEPTIC FEBRUARY 1990 A29 ^ 


Open Any Mouth 
9 out of 10 suffer from 
e Gum e Mouth è Teeth complaints 9 Foul breath 


An ethical Ayurvedic research product from ALARSIN 








































ALARSIN 
easily crushable tablets 
ee” 


as e Gum, Oral massage 9 Pack e Rinse & Gargle 
Properties: e Astringent è Antiseptic • Anti-inflammatory e Anodyne 
e Styptic е Deodorant e Aromatic е Cooling € Healing 
(Controlled & Double blind trials, Biopsies, PLI, Gl, ANUG & statistically) 
Onset of relief in 2-3 applications e Marked improvement in 2-3 days 


ө Stops gum bleeding, reduces inflammation, restores the firm texture of the gums & the 
normal orange peel appearance of the gingiva. 

e Helps healing processes by Keratinization & Granulation 

e it's beneficial action helps avoid gingivectomy in stage | & II Periodontitis within 3-4 
weeks treatment e Reduces plaque formation. e Gives cooling effect & freshness. 


Thus G32 improves Overall Oral Hygiene 





INDICATIONS 
Gums: Gingivitis, Bleeding, Swollen, Non-Malignant Common Oral Mucosal 
Spongy, Painful gums. Lesions: Leukoplakia etc. 
Teeth: Painful, Shaky, Aching, Oral Trauma: due to dentures,dental 
Hypersensitive, External stains apoph o A NEN 5 
- < 2 ore er: Too action, Scaling, 

oe (CO ate com Curetting,Gingivectomy,Excision etc. 

tum For Quick Results as an adiuvant along 
Halitosis: (Foul Breath) Ptyalism. with local application of Metronidazole etc. 

HOW TO USE G32 


e Crush 1-3 tablets to powder. Apply it over gums, teeth and inside the whole mouth. 
Gently massage the affected parts with finger. 

e Hold & swirl it with cheek movements for 5 minutes. Then Rinse & Gargle with fresh 
water, Repeat 2-3 times,a day as necessary. 

е After tooth extraction & Gingivectomy: G32 powder as Pack to stop bleeding. 

For better results: Last application at bed time and to remain overnight. Rinse & gargle 

in the morning. 

Note: In those Oral Conditions where Gum massage is not advised. apply Эзг and leave іп 

place for few minutes, then rinse & gargle. ° 


Сз2 is Safe. No adverse local or systemic effects 
Available all over india at Chemists in PACKS of 50 & 100 tablets. 
ALARSIN Marketing Pvt. Ltd. A/32, Road No. 3, M.I.D.C., Andheri (E), Bombay 400 093. 


: A30 THE ANTISEPTIC FEBRUARY 1990 


тірш "010 095-әојебиея ‘ебешіеіен '420jg IS} ‘реоы 1309 ',UeAeug мешін, 
(esudieju3 epu; jo уйшәшшәлоксу ү) NY 


ааа S1TVO9ILO30VWHVHd % SOILOISILNY VXIVIVNHVM 


‘OP jo 501215 ш! sjejqej бш 001 pue бш 0с se ejqeje^y 






JAVY AXIA VINIWOSNI ОМУ SINV3?Q GIAIA 3X17 S193443 3015 SN 


'53138VIQ 9 VINHISV 1VIHONO?8 ним 
S3AISN3..23d AH NI 33VS ХІЗЛІУІЗЧ — NOIL2313S 1N3lJVd Зам 


ЗЭМУЯЗ101 351243Х3 S32NVHN3 
VNIONV S3^3li3à 
NOISNSLYSdAH STOYULNOD AllQva3ls ОМУ AlldWOe?ld 
aaisuauod&]] NUY oau22104dotpap;) 
-901]29]9$01р4р Су «ӘСЕР -IO MI 






THE ANTISEPTIC FEBRUARY 1990 А31 






. 
~ 


1500 


Tablet 








discove! | 
provides 

= High 
in 


Amebiasis Trichomoniasis Оіагаіаѕіѕ 





e | 
2232752235 | „4 ! iA 
p 

m Goo 

Summary of Prescribing Information 


COMPOSITION - Fasigyn 500 Film-coated Tablets: tinidazole 500 mg per tablet. INDICATIONS ~ intestinal and hepatic amebiasis, 
giardiasis, urogenital trichomoniasis, prevention and treatment of anaerobic infections. CONTRAINDICATIONS - Blood dyscrasia; 
organic neurological disorders; pregnancy (first trimester); lactation; hyersensitivity to tinidazole. PRECAUTIONS - Alcohol 
consumption should be avoided during treatment period. ADVERSE REACTIONS - Gastrointestinal such as nausea, vomiting, 
anorexia, metallic taste; rarely hypersensitivity, and leukopenia. DOSAGE - The maximum daily dose is 2g. Intestinal amebiasis: 
adults - Usual dose is 2g once daily for 3 days, which may be extended to 6 days if necessary; children - 50 to 60 mg/kg once daily 
for 3 days; hepatic amebiasis: adults - Usua! dose is 2g once daily for 2 to 3 days, which may be extended to 6 days if necessary; 
children - 50 to 60 mg/kg once daily for 5 days; giardiasis: adults - 2g single dose: children — 50 to 75 mg/kg single dose; 
trichomoniasis: adults - 22 single dose, children - 50 to 75 mg/kg single dose; treatment of anaerobic infection: adults — 2g initially 
followed by 1g daily for 5 to 7 days; prevention of postoperative anaerobic infection: adults - 2g single dose 12 hours before surgery. 
Note: The film-coated tablets of Fasigyn 500 should be swallowed whole, without breaking or chewing, to avoid bitter taste. 


See Product Document for full prescribing information (available on request) 
* Trademark of Pfizer Inc., U.S.A. Euphoric Drugs Ltd — Licensed User 


Manufactured in India by 

Euphoric Drugs Ltd 

(A wholly owned subsidiary of Pfizer Ltd) 

Regd. Office: Express Towers, Nariman Point, Bombay 400 021. 


Marketed by 


PFIZER LIMITED Bringing Science To Life 
Express Towers, Nariman Point, Bombay 400 021. | 


PL.166.88 К. 








bantrin палио оу); 


ELZ Pirania 


C Single-dose 
TE теуді 


THE FAMILY ANTHELMINTIC 


for roundworm, hookworm, threadworm 





Summary of Prescribing Information 


COMPOSITION — Combantrin Tablets. pyrantel pamoate, equivaient to 200 mg pyrantel base, per tablet 
Combantrin Suspension: pyrantel pamoate, equivalent to 25 mg pyrantel base, per ті. INDICATIONS 
Infections with Enterobius vermicularis (threadworm, ріпууогт), Ascaris lumbricoides (гоипдууогт), Ancylostoma 
duodenale (hookworm) and Necator americanus (hookworm]. WARNINGS — Although Combantrin has been 
shown to be non-teratogenic in animals, benefit/risk ratio should be considered for its use during pregnancy. 
PRECAUTIONS — Should be used with caution in patients with impaired Ifver function. ADVERSE 
REACTIONS — Nausea, vomiting, anorexia, abdominal colic, diarrhea, headache, dizziness or insomnia. 
DOSAGE — Single dose of 10 mg per kg bodyweight, in heavy Necator americanus infection, to be repeated 
on 3 consecutive days; in infection due to roundworm alone, a single dose of 5 mg per kg bodyweight. 


See Product Document for full prescribing information ғасы TE 
(available on request) P fi Zer. Bringing Science To Life 
| -PFIZER LIMITED e 


t Epidemiologic data on file Express Towers, Nariman Point, 


*Trademark of Pfizer Inc., U.S.A. Bombay-400 021. 


: 
E 
5 


Brucellosis in Bukaryiah - А microbiological study 


Lakshminaravana, Deo, Leelamma. Larry Carry 


Abstract 


During the period of 10 months from April 1988 to February 1989 
we isolated 16 Brucella cultures (15 from blood and one from joint 
fluid), from 60 patients clinically suspected to be suffering from Brucel- 
losis. Serology was negative in 2 patients. The isolations were done 
using routine blood culture media. No special methods needed for 


Brucella isolation were used. 


Introduction 


Brucellosis is endemic in many areas of the 
Kingdom of Saudi Arabia (Frank, K et al 
1987). Bukaryiah is a small town in Gassim 
province. This is predominantly an agricultural 
area. The hospital is 110 bedded with a compo- 
site laboratory. Routine microbiology is done 
with minimum facilities. 


Attempts were made to culture brucella 
with facilities available and were successful. 
We present the methods used for isolation, 
identification and typing of brucella along with 
clinical summaries of the patients. 


Materials and methods 


1. 5-10 ml. of blood was collected from 60 
inpatients clinically suspected to be suffering 
from brucellosis and joint fluid from 2 patients. 


2. Blood and joint fluid were collected in 
BHI broth (DIFCO) which is used for routine 
blood culture. 
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3. Blood and joint fluids were subcultured 
after 48 hours incubation at 37° C and every 
week for one month on BHI agar with 5% 
human blood bank (for want of any special 
brucella media). 


4. Plates were incubated at 37° C in candle 
jar and examined upto 48 to 72 hours (No 
Co, incubatr is available). 


5. Isolates were identified by colony mor- 
phology, Gram's stain, slide agglutination with 
Brucella antiserum from DIFCO febrile anti- 
gen kit and serum from patient's with: high 
titre serum (1 in 320). 


6. Typing was done by growth in the pre- 
sence of Co, urease, H5S production and dye 
inhibition test (Finegold 1987). 


7. Serology was done, using DIFCO febrile 
antigen kit. As per the instructions on the kit 
dilutions up to 1 in 80 were put up. Agglutina- 
tion at this dilution was considered significant. 
Occasionally higher dilutions were put up upto 
640. Tube agglutination was not done. 


The above procedure was followed due to 
frequent non availability of antigens 


Observations 


1. Out of 60 blood cultures and 2 jointfluids 
put up for brucella we grew brucella in 15 pa- 


tients from blood and one brucella from joint 
fluid. 


2. These were identified as Brucella 
meletensis by the typing methods available. 
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3. Serology was negative in 2 cases. In other 
cases rise.in titre upto | in 640 was de- 
monstrated. This was done sepcially for the 
study. 


4. During the period 2978 sera were 
screened for brucella and 508 were found to 
be positive in І in 80 (17%). This indicates a 
high endemicity of brucella. The distribution 
of the cases in the culturally proved cases is 
given herewith. 


» P.U.Os - Adults 6 Average time 
4.  P.U.Os-children 4 isolation 14 
3. Postabortalpyrexia 3 days. Longest 
4. Epidydimo orchitis | 4weeks. 
35. | Ortho-lowback pain |1 Shortest 1 
6. Ortho-arthritis week, 
shoulder joint | 

Total number of cultures sent 

exclusively for Brucella - 60 
Total positive - 16 (26.6%) 
Discussion 


As mentioned in the introduction brucel- 
losis both human and animal is endemic in 
K.S.A. in Gassim province the incidence in 
animals is 13.7%, sheep 10%, goats 25% in 
camels and 29% in cattle (Whibi M.H.1984). 


There are no published reports about 
human brucellosis in Gassim. The screening 
of the sera for a year indicates 17% incidence, 
which is fairly high. The screening is mainly 
upto a dilution of 1 in 80, due to constraints 
in antigen supply. Definitve standard diag- 
nosis of brucellosis is a positive culture either 
from blood or other sources, but cultures are 
not always positive and take a long time. 
Hence serology is usually relied upon for diag- 
nosis. 


In our hospital serolegy is done upto a 
dilution of 1 in 80 as per the kit's instructions. 


* * * 


This cannot be relied upon in endemic areas. 
Tube dilutions upto | in 640 are recommended 
to avoid prozone. 


We attempted to culture the organism even 
though ideal conditions for culture for 
Brucella, like TS broth, burcella agar, Cas- 
taneda's medium. were not available. As stated 
already existing facilities were used. These 
facilities are available with many laboratories 
in the state since the source of supply is Cen- 
tralised Government store. Our results are 
comparable to other studies in Kingdom of 
Saudi Arabia (Kambal et al 1983). 


We made semi quantitative method of test- 

ing the follwoing media, routinely used. 
e 

We compared HBI blood agar (Human) 
with other common media used routinely in 
the laboratory for growth of brucella by a semi 
quantitative method. The media compared 
were, sheep blood agar, (occasionally supplied) 
Human blood agar, and Muller Hinton agar. 
We found that BHI with human blood yielded 
more colonies than others. 


In conclusion we feel that culture should 
be attempted for brucella with available 
facilities. Serology should be in high dilutions 
for diagnosis of brucellosis. 
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Acute liver failure 


The commonest cause of acute liver failure 
is viral hepatitis. The hepatitis A,B and one 
or more of the non-A non-B viruses can cause 
massive liver necrosis and acute liver failure. 
Acute liver failure may also be caused by cer- 
tain poisons and by drugs e.g., overdose of 
paracetamol, helothane hepatitis and INH- 
Rifampicin hepatitis. Clinical features of acute 
liver failure are hepatic encephalopathy, 
foetor hepaticus, hypoglycemia, shrinking of 
liver, bleeding diatheses, infection, hypoten- 
sion, cerebral edema, renal failure and re- 
spiratory failure. Encephalopathy is the most 
dramatic clinical manifestation. It is charac- 
terised by mental confusion, deterioration of 
intellect, personality changes and reversed 
sleep rhythm in the early stages, slurred 
speech, apathy and drowsiness later and severe 
encephalopathy results in coma, hyperpnoea 
followed by hypoventilation and decerebrate 
posture, indicating brainstem damage, often 
fatal. Flapping tremor, though found at this 
stage is non specific and is also found in uremic 
and respiratory failure. 


Foetor hepaticus (mouse-odor) is a specific 
sign of hepatic encephalopathy. Hepatic en 
cephalopathy involves in 4 stages. Stage 1, the 
prodromal stage manifests as mood changes 
(euphoria or depression), confusion, slowness 
of thought process, blunting of affect, slurred 
speech and disturbed sleep rhythm. Tremor is 
slight and EEG is often normal. Stage 2 is 
impending coma, indicated by drowsiness, in 
appropriate behaviour, incontinence and ea 
sily elicited tremor; EEG is abnormal. Stage 3 
is stupor when patient is in deep slumber but 
is rousable, speech is incoherent and confusion 
is marked. It is difficult to elicit tremor, EEG 
is abnormal. Stage 4 is deep coma, patient 
often unresponsive to pain. The survival at this 
stage is only 15%. 


The known precipitating factors of hepatic 
encephalopathy are g.i. haemorrhage, high 


protein diets, infection, surgery, hypoxia, 
diuretics, diarrhoea and sedatives and narco- 
tics. Other putative causes are nitrogenous 
substances like ammonia, GABA, tryptophan 
and serotonin ( whose concentrations in brain 
tissue are high in these patients), porto-caval 
shunting and short chain fatty acids and rever- 
sible causes like hypoglycemia, hyponatremia 
and hypokalemia. 


The recent theory suggests that hepatic en- 
cephalopathy is due to several interrelated fac- 
tors. Shunting plus liver necrosis leads to an 
increase in blood ammonia. This results in in- 
creased glutamine in glial cells which enhances 
transport of amino acids across the blood brain 
barrier. Increased ammonia also interferes 
with the metabolism of glucose-derived amino 
acids and results in an increase of the inhibitory 
GABA and decrease of the excitatory aspartate 
and glutamate. The increased amino acid trans 
port results in high levels of brain tryptophan 
and serotonin, which depresses the excitability 
of the brain. Consciousness is thus impaired. 


Haemorrhage is an important feature of 
acute liver failure. This may be due to a defi- 
ciency of Vitamin K and K-dependent clotting 
factors as well as of fibrinogen. It is also partly 
due to disseminated intravascular coagulation. 


In acute liver failure, depletion of glycogen 
and impaired gluconeogenesis апа 
glucogenesis lead to hypoglycemia. Renal fai- 
lure in these patients is either pre-renal as a 
result of vomiting or the result of tubular nec- 
rosis consequent on endotoxemia and choles- 
tasis. Sometimes it may be a functional renal 
failure in which glomumler filtration is di- 
minished with tubular function intact, charac- 
terised by low urinary sodium, less than 10 
mg/day. Superimposed infection is common 
in liver failure. Hypotension is the rule rather 
than the exception. A refractory cerebral 
edema develops in half the patients with ful- 
minant liver failure. 
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Patients with acute liver failure have a 
blunted response to  hypercepnia апа 
hypoxia. As a result, pneumonia or pulmonary 
edema produce a vicious cycle in which 
hypoxia leads to further decrease in haemoglo- 


bin saturation and to further depression of re- 
spiratory centres. 


Laboratory investigations reveal elevated 
serum transaminase, conjugated  hyper- 
bilirubinemia, a rise in serum alpha foetopro- 
tein, hypokalemia, alkalosis and increase in 
CSF glutamine. CSF glutamine has been rec- 
koned as the best index of encephalopathy 
(also in uremia). 


Many factors influence outcome to treat- 
ment. These are the stages of encephalopathy, 
age, presence of complications and level of 
intensive care. Management involves intensive 
care, prompt correction of fluid and electrolyte 
imbalances, correction of bleeding diathesis, 


* * * 


avoidance of sedation (except mild safe seda- 
tion with lorazepam or oxazepam; diazepam 
and chlordiazepoxide should be avoided as 
they have prolonged half-lives in hepatic fai- 
lure), reduction of dietary nitrogenous load 
(there is no harm in giving intravenous pro- 
teins), Neomycin (1 gm. g,i,d) and Lactulose 
(15-50 ml t.i.d.) which stimulate incorporation 
of ammonia into bacterial protein - all these 
are measures of proven value. Steroids, ex- 
change transfusion, plasmapharesis,.exchange 
resins, extracorporeal liver perfusion, insulin 
and glucagon infusions and haemodialysis are 
all treatment modalities which have been 
shown to be of no value in the management. 
Barring spontaneouse hepatic regeneration, 
specific therapeutic measures stimulating liver 
regeneration, are as yet undocumented with 
specific reference to acute or fulminant liver 
failure. 


(Dr. N. Hariharasubramanian, M.D., Ph.D.) 


* * * 


Correct answers received for *ECG Quiz" - November 1989. 


Dr. R.S. Bhatia, 
Model Town, 
Ludhiana. 


Dr. G. Rajesh Gopal, 
Ordnance factory Hospital, 
Tiruchi. 


Dr. Beeraka Bapaiaw 
Beerak Hospital, 
Chirala. A.P. 


* * * 


Dr. S. Ramu 
Head Ors. Hospital, 
Viruthunagar - 1. 


Dr. O.R. Kumaran, 
65, South Masi St., 
Madurai - 1. 


Dr. A. Gopal Rao, 
Кауадгир, 
Anantapur. А.Р. 


* * * 


Student's test шо developed by W.S. Gosset, who wrote many papere under the 
pseudonym "Student". He worked in Guinness's breery in Dublin, but his bobby was 
statistics and he published his paper on the test in 1908. 
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HEADACHE/FEVER NASAL CONGESTION COUGH 


mPhenylpropanolamine = Decongestant & potent 
Vasoconstrictive agent 


uNoscapine — Effective antitussive 
aParacetamol = Antipyretic and anaigesic 


Keeps the patient alert and active. 
No antihistamine drowsiness. 






SUMMARY OF PRESCRIBING INFORMATION 


Formula: Each “Сотас - CC tabule contains: Phenylpropanolamine HC 
U.S.P 25 mg.. Noscapine I.P. 15 mg., Paracetamol 1.Р. 450mg. Indica- |: 
tions: For the temporary relief of nasal congestion, headache, aches, pain and |: 
fever, and the suppression of unproductive cough, associated with common |} 
cold, sinusitis and influenza. Dosage: For adults and children over 12 years. 
One ‘Contac’ – CC tabule 4 times a day. Warning : Do not give to children 
under 12 years. Do not use for more than ten days unless directed by the 
physician or exceed the stated dose. Side Effects: Dry mouth, slight drowsi |: 
ness and nausea. Caution: Use with caution in patients with severe hyper |. 
tension, coronary artery disease, diabetes or thyroid disease. Caution should ^3 
always be observed when prescribing for the pregnant patient, particularly in | 
the first trimester. Contraindications: ‘Contac’ - CC tabules are contrainc 
cated in patients under treatment with monamine oxidase inhibitors. А.ж 






















Further information is available on request : Р.В. No.2, 
Bangalore — 560 049. 
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Dr. S.M. Ameer Sultan, 
Adirampattinam - 614 701, 
Tamil Nadu. 


Q: What is the new line of treatment of anxiety 
neurosis? How long should treatment be con- 
tinued? 


‚А: Two phases of anxiety reaction require 
attention - One, the acute anxiety attack, 
the other, the anxiety Neurosis. 

The basic neurosis should be treated to relieve 
the symptomatic distress through the use of 
anxiolytics, of which benzodiazepines still 


continue to reign supreme. The recent drug, 


alprozolam, apart from the beta-Blockers are 
also useful. Sometimes, tricyclic antidepres- 
sants in a smaller dosage may be added. 
Apart from drug therapy, psychotherapy, at 
times behaviour therapy, meditation, voga 
are also quite useful. 

The duration of treatment depends upon the 
duration of the illness, the underlying cause 
etc. In any simple anxiety case, it should last 
for a minumum of 3 months. At times, it runs 
into years also. 


(Dr. Guna Singh) 
* * * 


Dr. Vishwa Nath Agarwal, 
T.C. Hospital New Delhi. 


Q: In one of your correspondence columns, it 
was written that no reaction of penicillin (in- 
jected) occurs uptill the age of five years. But 
I have read many pharmacological and 
paediatrics books in which there is written that 
reactions can happen theugh rarely in infants 
and children. Please clarify. 


A: Generally allergy to penicillin in children 
below the age of five years is rare. However, 
it can occur due to sensitisation of infants and 


children to penicillin being present in the : 


mother's milk, if mother is under treatment 
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with Penicillin. Or it is possible that the chil- 
dren become sensitised to Penicillin. due to 
the presence of penicillium moulds, being pre- 
sent in the bread as a contaminant. 


* * * 


О: Four years back a patient aged forty five 
years, was treated with injection chloroquine 4 
ml daily for three days. She was suffering from 
malaria. After the third injection she de- 
veloped psychosis. She had been treated in 
many good hospitals and nursing homes but 
uptill now she had not recovered. Her weight 
was 70 Kg. Toxic psychosis can occur though 
rarely with chloroquine. Please give me 
suggestions regarding the above case. 


A: Chloroquine phosphate has been used as 
an effective, convenient and less toxic antima- 
larial since 1930. It has virtually replaced all 
other antimalarials that were used previously. 
Gastrointestinal upset, headache, blurring of 
vision, pruritis, urticaria and photo sensitive 
skin lesions are the usual side effects of chloro 
quine. Neuropsychiatric manifestations even 
though rarely associated have still been re- 
ported in adults. About a dozen cases of 
chloroquine induced psychosis have been re- 
ported in literature in 1960, AII these patients 
were above 20 years of age and received 
chloroquine salts (phosphate or sulphate) 
ranging from a total of 1 gm to 10.5 gm for 
treatment of malaria, extra intestinal 
amoebiasis or lupus erythematosis. None of 
the cases had history of psychiatic distur- 
bances. The time of onset of psychosis after 
the initiation of therapy ranged from 2 hours 
to 40 days. the psychological changes reversed 
on discontinuation of the drug and lasted for 
a period ranging from 3 days to 8 weeks. 
Reinstitution of therapy usually failed to pro- 
duce any significant symptom” 


The mechanism of chloroquine induced 
psychosis is not yet fully understood. Malaria 
as the reason for psychosis appears unlikely as 
this toxic effect, has been seen in other con- 
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ditions being treated with chloroquine. The 
possible role of premorbid mental susceptibil- 
ity has been considered but still remains unde- 
termined. This was supported by drew who 
Gbserved depression and other behavioural 
changes in 62% of the patients of rheumatoid 
arthritis treated with chloroquine. A signifi- 
cant number of patients were women of 
menopausal age. All these symptoms disap- 
peared with drug withdrawal. This suggests 
that chloroquine and not the menopause was 
responsible for the symptoms. 


At biochemical level a drug induced 
cholinergic imbalance, prostaglandin E in- 
duced antagonism glucose-6-phosphate dehyd- 
sogenase deficiency as а predisposing factor 
have been postulated. Chloroquine acting as 
a cerebrocortical stimulant by increasing EEG 
frequencies has also been postulated as a 
reason for acute toxic paychosis. 


For treatment of chloroquine induced acute 
toxic psychosis, drug withdrawal is mandatory. 
The patients get symptomatic relief with seda- 
tives or tranquilizers and may have an early 
recovery. 


* * * 


Q: Can Penicillin and Erythromycin be used 
simultaneously? 


A: Bactericidal drugs act effectively on rapidly 
dividing organisms. Thus a bacteriostatic drug 
by reducing multiplication may protect the or- 
запіѕт from the bactericidal drug. When a 
combination must be used, it is best to use two 
bacteriostatic or two bactericidal drugs. But 
the matter of mutual antagonism of antimicro- 
dials is complex, drugs are not purely bac- 
teriostatic or bactericidal at all concentrations 
and microbiologist will advise special combina- 
tions for particular organisms. 
е 
Both penicillin and erythromycin belong to 
the narrow spectrum antibiotics. Penicillin is 
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bactericidal and erythromycin is primarily a 
bacteriostatic. If an antibiotic for gram positive 
infections are preferred, penicillin is the 
superior most, if and only the patient is sensi- 
tive to penicillin, erythromycin can be given 
instead. Combination is not ideal, though 
there is no drug interaction. Still if combina- 
tion is necessary, culture and sensitivity report 
for this combination will be the deciding factor. 


* * * 


Q: Can Gentamicin or Cephalosporin be used 
simultaneously and can both be used with Co- 
trimoxazole? 


A: Gentamicin and cephalosporin can he used 
for severe infections. But cephalothin poten- 
tiates the nephrotoxicity of gentamicin. 
Penicillin are aminoglycosides must never be 
mixed in the same bottle because the penicillin 
inactivates the aminoglycosides to a significant 
degree, similar imcompatibilities exist in vitro 
between gentamicin and cephalosporoin - co- 
trimoxazole is also a bactericidal drug, but 
there is no necessity to use a chain of antibiotics 
for fear of producing resistant organisms. 


* * * 


Q: Can Penicillin and Tetracycline ог 
Chloramphenical be used together for syner- 
gistic effect? 


A: Penicillin being bactericidal, need not be 
combined with the broad spectrum bacterosta- 
tic drug, tetracycline. But in certain anaerobic 
infections, chloramphenicol together with 
penicillin is used for the treatment of brain 
abscesses. This combination with an aminog- 
lycoside is used for the treatment of intraab- 
dominal or pelvic abscesses, which is now re- 
placed with metronidazole and penicillin com- 
bination. 


~ (Dr. S. Vembar). 
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Lasers in surgery 


What is a laser? In simple terms, it is just 
a sophisticated light source. Different lasers 
emit light of different wavelengths - visible, 
infrared or ultraviolet - which produce a range 
of biological effects. Laser beams can also be 
very intense (thousands of times more intense 
than sunlight) and can be focused on to very 
small spots. 


The carbon dioxide laser is the best estab- 
lished. Its far infrared beam is strongly ab- 
sorbed in water, which is the main constituent 
of all soft tissues, so diseased areas can be 
vaporised with great precision, with little dam- 
age to tissue at the edges of the treated area. 
This is particularly valuable for colposcopic 
treatment of early carcinoma of the cervix. 
With appropriate patient selection, the cure 
rate is well over 95%, and in most cases laser 
treatment can be done as an outpatient proce- 
dure with little or no medication, minimal sub- 
sequent discharge and without problems in 
subsequent pregnancies. 


Benign and malignant lesions of the oral 
cavity, pharynx and larynx can be treated simi- 
larly via a rigid endoscope, although one must 
always be careful to ensure that all diseased 
areas are accessible to the laser. If not, other 
techniques must be used. It is also useful for 
removing a range of superficial skin lesions. 
This laser does, however, have limitations. It 
can stop capillary oozing but has little effect 
on blood loss from vessels greater than about 
0.1 mm in diameter, and the beam cannot be 
transmitted via flexible fibres. 


The other infrared laser that is now becom- 
ing established is the Nd Y AG. It has a much 
shorter wavelength than the CO, laser - only 
just outside the visible range - and penetrates 
100 times further into tissue than the far in- 
frared CO, laser beam. Thus one can coagulate 
a larger volume of tissue before the surface 
cells vaporise, and this can be used to stop 
haemorrhage from vessels up to 1 mm in dia- 


meter. As this beam can be transmitted via 
thin, flexible fibres less than 0.5 mm in diame- 
ter, it can be used in conjunction with flexible 
fibre optic endoscopes: the first application of 
this was the endoscopic control of haemor- 
rhage from peptic ulcers. This has proved ef- 
fective in controlled clinical trials and the re- 
sults have yet to be matched by any of the 
non-laser endoscopic techniques. 


However, the major endoscopic use of this 
laser is now as a palliative treatment for de- 
bulking advanced obstructing tumours of the 
oesophagus, rectum and major airways. Many 
of these tumours, particularly those of the 
oesophagus, trachea and bronchi, are inoper- 
able at the time of presentation, and treatment 
can only relieve the local symptoms - dys- 
phagia, dyspnoea, haemoptysis, or rectal 
bleeding or obstruction - until the tumour 
catches up with the patient in other ways. The 
Nd YAG laser relieves symptoms very effec- 
tively by vaporising and coagulating the in- 
traluminal tumours, and because the laser ap- 
proach is a local, endoscopic therapy, the be- 
nefit is seen alomost immediately and there is 
little of the prolonged morbidity that may be 
seen after palliation with surgery, radiotherapy 
or chemotherapy, even though several endos- 
copies may be necessary. 


Current research is trying to improve 
techniques, so laser necrosis can be matched 
to the full extent of the lesion being treated 
in such a way that treated areas heal safely. 
This can be done with a low-power Nd YAG 
laser or with a technique known as photo- 
dynamic therapy (PDT), in which tumours are 
sensitised to light from a dye laser by systemi- 
cally administered photosensitising drugs. 


These approaches might be used for a wide 
range of tumours, including those of the liver, 
pancreas, prostate, bladder and brain, particu- 
larly small tumours that can be localised pre- 
cisely-for example by ultrasound - which have 
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not metastasised, and which occur in patients 
- who are not good candidates for conventional 
surgery or other treatments. Nevertheless, 
much research is needed before these ideas 
can be proven effective in man. 


The other major area of current inten- 
sive laser research is angioplastly. Balloon an- 
gioplasty is well established for the treatment 
of both peripheral and coronary artery occlu- 
sions and stenoses, but to use this technique 
it must be possible to pass a guide wire and 
the deflated balloon through the narrowed 
area. This cannot always be done. Laser an- 
gioplasty is a promising way of overcoming 
this problem. Laser eftergy can be transmitted 
to the atheromatus plaque via a fibre fed 
through a conventional angiography catheter. 
The system works best with a hemispherically 
shaped fibre tip of 1-2 mm in diameter (bare 
fibres catch on the arterial wall and can perfo- 
rate it). Small numbers of patients with 
femoral artery disease are now being treated 
in Britain and other countries. 


* * * 


There are many other developing applica- 
tions for lasers in medicine. The argon laser 
is the best available treatment for port wine 
birthmarks, but the results are far from per- 
fect, and pulsed dye lasers may do better. The 
latter are also effective for fragmenting renal 
and biliary calculi so making endoscopic re- 
moval of these stones possible. Ophthalmic 
surgeons were the first to use lasers effectively 
clinically (the argon laser for the treatment of 
diabetic retinopathy) and once again are lead- 
ing the field with pulsed Nd YAG lasers for 
posterior capsulotomy clearing the opacity in 
the posterior capsule that may develop after 
cataract extraction, without the need to re- 
open the eye Experiments are under way to 
reshape the cornea with excimer lasers. 


The potential for further developments 
with medical lasers is enormous. Some applica- 
tions are well established but realising the full 
potential will take years of research. 


(The Practitioner 22 March 1988 Voi. 232). 


* * * 


The title of a review article on the future of treatment for coronary artery disease. 
(Journal of the American College of Cardiology 1989; 13: 969-87) reads “Crackers, Break- · 
ers, Stretchers, Drillers, Scrapers, Shavers, Burners, Welders and Melters. 


* * * 


(BMJ Vol.298 6 May 1989) 


* * * 


Chronic mountain sickness, similar to Monge's disease in the Peruvian Andes, has 
been discovered among the inhabitants of Lhasa, Tibet (Quarterly Jr. of Med. 1989; 71: 
555.74). It affects predominantly men of Han origin who have moved from the lowlands 
to the high altitudes of the Tibetan Himalayas. Initial symptoms are due to polycythaemia, 
and in the late stages pulmonary hypertension may be followed by congestive cardiac 
failure. Cigarette smoking may be a contributory factor. 

e 
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Gleanings 


Cough and angiotension converting enzyme 
inhibition 


Cough has been reported as a side effect of 
angiotensin converting enzyme inhibitors. 
That the cough is a side effect may be difficult 
to recognise because cough is common and is 
not a side effect traditionally associated with 
drugs. Moreover, it may not become apparent 
for several weeks or even months after starting 
treatment. The reported frequency of cough 
thought to be related to angiotensin converting 
enzyme inhibitors varies from nil to 3%. The 
cough is commoner in women and non smok- 
ers. Airflow obstruction, heart failure, and the 
efficacy of treatment do not appear to predis- 
pose to cough, but those patients who cough 
may have increased bronchial reactivity. 


Angiotensin converting enzyme has effects 
other than converting angiotensin ] to an- 
giotensin II. It breaks down bradykinin and 
other peptides participating in inflammation. 
These substances may accumulate with inhi- 
bition of the enzyme. The angiotensin convert- 
ing enzyme inhibitor enalapril augments the 
wheal and flare response to intradermal 
bradykinin. Bradykinin stimulates the un- 
myelinated afferent sensory C fibres through 
type J receptors and the excitation of these 
receptors by inhaled bradykinin or the specific 
C fibre stimulant capsaicin causes a non-pro- 
ductive cough. Angiotensin converting en- 
zyme inhibitors increase the cough response 
to inhaled capsaicin. 


In addition, angiotensin converting enzyme 
inhibitors have indirect effects on prostaglan- 
din production through bradykinin. Prostag- 
landin E; stimulates the C fibres, causing 
cough, and treatment With a prostaglandin 
synthetase inhibitor alleviates the cough in af- 
fected patients. 


The evidence that this reflex is altered by 
angiotensin converting enzyme inhibitors is 
conflicting, and it has not been shown that it 
is altered more in those patients who cough. 


Vol. 87 №. 2 


Thus there are pharmacological reasons for 
the cough, but it is not clear why only a few 
patients are affected and why it should be more 
common in women. 


There is no evidence to suggest that the 
drugs alter spirometric measurements when 
given over several months, and limited data 
on bronchial reactivity do not show alteration 
by angiotension converting enzyme inhibitors. 
Some patients may be helped by reducing the 
dose, but we do not advice using prostaglandin 
synthetase inhibitors as these drugs also have 
adverse effects. In many patients there will be 
no alternative but to withdraw the angiotensin 
converting enzyme inhibitors. 


(BMJ Vol. 296 7 May. 88) 
* * * 
Cataract: 


Around the world about 17 million people 
are blind because of cataract. Although 
cataract is treatable by operation, increasingly 
the resources of poor countries are outstripped 
by the growing demand. There are many 
causes of cataract, which is the common re- 
sponse to a physical, mechanical, or chemical 
insult. The transparency of the lens of the eye 
depends on a unique arrangement of tightly 
packed fibres, which in turn rely on a certain 
protein structure, and the lens is isolated in its 
special environment by а capsule and 
epithelium. Hence damage to the capsule, 
epithelium, or the constituent fibres of the lens 
may all lead to the formation of a cataract. 
and the injury may be cumulative over many 
years. 


Cataracts may be caused by high concent- 
rations of various sugars. Galactosaemia re- 
sults from.a lack of the enzyme galactose I 
phosphate uridyltransferase or galactokinase. 
The galactose that accumulates is converted 
to galactitol in fhe presence of aldose reductase 
and leads to increased osmotic pressure and 
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hydration as galactitol does not diffuse out of 
the capsule. An aldose reductase inhibitor 
would prevent the conversion of galactose to 
galacatitol and has been shown to prevent and 
reverse eariy cataract when instilled topically 
into the eyes of galactosaemic rats. 


In diabetics under 60 the prevalence of 
cataract is three or four times that in the nor- 
mal population and the cataracts may develop 
similarly to those in patients with galac- 
tosaemia, yet, whereas the evidence in animal 
studies is suggestive the case in humans is less 
convincing. An alternative hypothesis is that 
non-enzymatic glycosylation occurs. This 
explains both the increased pigmentation and 
protein aggregation in the lens and accords 
with the finding of a blood glucose concentra- 
tion that is higher in patients with cataracts 
than in controls. 


Much more important than the effect of 
sugars in causing cataract is the potential effect 
of electromagnetic radiation. The damaging 
effects on the lens of ionising, microwave, and 
infrared radiation are well known, but hither 
to the effects of ultraviolet radiation from the 
sun have been uncertain. Most of the ul- 
traviolet radiation is filtered out by the cornea, 
and only wavelengths of 295 nm or greater 
pass through. But the lens absorbs nearly all 
the ultraviolet from 295 nm to 400 nm, and 
the high prevalence of cataract in countries 
with hot climates has meant that the harmful 
effect of ultraviolet radiation has long been 
suspected. 


The hypothesis that absorbing ultraviolet 
radiation from sunlight is an important risk 
factor in forming cataracts. The hypothesis fits 
the observations of increased yellowing of the 
lens nucleus with aging and that exposure to 
ultraviolet gadiation leads to the formation 
of chromophores from proteins containing 
tryptophan, thus increasing the potential of 
the nucleus to absorb more radiation. The pre- 
cise mechanism is still disputed but may de- 
pend on the oxidation of free radical scaven- 


gers setting in chain reactions that lead 10 pro- 
tein aggregation. 


This hypothesis does not match the obser- 
vation that age related cataracts commonly ef- 
fect the outer cortex. The prevalence of 
cataract is higher in the cloudier plains ef Pun- 
jab than in the sunnier hills of the Himalayas. 


A later study repeated in the same region 
found a correlation between cataract and the 
concomitants of poverty, notably poor nutri- 
tion and hygiene. In such cases a powerful risk 
factor may be dehydration from serious diar- 
rhoea, which may increase blood urea concent- 
rations and thus make cyanate more available 
for carbamylation of lens protein. Diarrhoea 
was an important risk factor in a study in 
Madhya Pradesh and (somewhat surprisingly) 
in Oxford. 


More recently a tightly controlled study on 
watermen in the Chesapeake Bay showed cor- 
relation between cataract and prolonged expo- 
sure to sunlight, exposure to ultraviolet B radi- 
ation (295-320 nm) was important whereas that 
to ultraviolet А radiation (320-400 nm) was 
fairly unimportant, and the positive relation 
was with cortical rather than nuclear cataract. 


(BMJ Vol 298 June. 89) 


* * * 


Acute acquired methaemoglobinaemia after 
amyl nitrite poisoning 


A 16 year old girl was found drowsy, in- 
coherent, and deeply cyanosed. Her blood 
pressure was 120/50 mm Hg and pulse rate 88 
beats/minute. An arterial blood sample in 
room air was dark chocolate brown, and 


analysis showed that the pH was 7.31, carbon 


dioxide tension 4.5 kpa. oxygen tension 11.2 
kpa, bicarbonate concentration 16.5 mmol/l 
and base exceeds 8.5 mmol/1. The calculated 
saturation was 95% which seemed unlikely and 
was 63% when measured on an oximeter. 
Methaemoglobin concentration was 33%. She 
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was given 6 ml of 1% methylene blue intraven- 
ously (1 mg/kg) and in 10 minutes the cyanosis 
resolved and she regained consciousness. She 
said that she had swallowed amylnitrate given 
to her in a night club. She was given activated 
charcoal. Within one hour the blood gas ten- 
sions were virtually normal and methaemoglo- 
bin concentration was 1.4%. 


Amyl nitrate is no longer used as a coronary 
vasodilator but is often abused for recreational 
purposes by sniffing. Many compounds, in- 
cluding nitrites, cause methaemoglobinaemia 
by oxidising the iron moiety in haemoglobin 
so that the haemoglobin cannot carry oxygen, 
and the symptoms of methaemoglobinaemia 
are the same as those of hypoxia. Methylene 
blue in the presence of methaemoglobin reduc- 
tase reduces methaemoglobin non-enzymati- 
cally to normal haemoglobin. In standard 
blood gas analyses oxygen saturation is calcu- 
lated from the oxygen and carbon dioxide ten- 
sions and pH assuming the haemoglobin and 
its dissociation curve are normal. This may be 
misleading if haemoglobin is present in an ab- 
normal form such as methaemoglobin or car- 
boxyhaemoglobin. Clinical hypoxamia and the 
severity of the metabolic acidosis are greater 
than expected owing to the increased oxygen 
affinity of the remaining functionary haem 
groups in the presence of methaemoglobin. 


(BMJ Vol 298 June. 89) 


* * * 


Enteropathy induced by non-steroidal anti-in- 
flammatory drugs 


Non-steroidal anti-inflammatory durgs of 
all groups particularly when given long term 
increase the permeability of the small intestine 
and cause occult blood loss. In a few patients 
the drugs may cause ulceration and stricturing 
of the small bowel and a*clinical syndrome 
indistinguishable from Crohn's disease. 


Enteropathy affects patients of any age and 
either sex who have taken non steroidal anti- 
inflammatory drugs for six months or longer. 
More than two thirds of patients taking the 
drugs long term have subclinical intestinal in- 
flammation and occult blood loss. Most of 


them remain symptom free, but up to a fifth 
may have bile acid malabsorption and thus 
may develop diarrhoeal illnesses. The blood 
loss is usually subclinical, and iron deficiency 
anaemia and hypoalbuminaemia will develop 
only if there is additional disease or dietary 
problems. Probably fewer than 1% of patients 
develop strictures and ulceration; early ulcer- 
ation of the mucosa may progress through 
transmural inflammation to a stricture domi- 
nated by submucosal fibrosis. Granulomas, fis- 
suring ulceration, or arteritis does not occur. 


Patients with enteropathy caused by non- 
steroidal anti inflammatory drugs may present 
with loss of appetite ang weight, an iron defi- 
ciency anaemia of uncertain aetiology, or occa- 
sionally, obstruction or perforation of the 
small intestine, but most patients have no 
symptoms or physical signs. The differential 
diagnosis of a stricture includes ischaemia or 
tuberculosis of the small intestine, lymphoma, 
post irradiation enteritis, and inflammatory 
bowel disease, but only inflammatory bowel 
disease should pose any diagnostic problem. 
Sigmoidoscopy, colonoscopy, and examina- 
tion by barium enema may help in the diag- 
nosis. These show no abnormalities in en- 
teropathy caused by non-steroidal anti-inflam- 
matory drugs, examination of the small bowel 
by а barium study may show strictures and 
skip lesions in both Crohn's disease and en- 
teropathy.caused by non-steroidal anti-inflam- 
matory durgs. 


Confirming the diagnosis of enteropathy 
caused by non steroidal anti-inflammatory 
drugs is often difficult. Neoplasia should be 
excluded: Withdrawing the drug may stop the 
malabsorption and blood loss. If the condition 
is diagnosed as an adverse reaction this should 
be reported to the Committee on Safety of 
Medicines in the usual way. Management of 
the condition is essentially to treat the 
symptoms. The subclinical biochemical abnor- 
malities persist for up to 16 months after with- 
drawing the drug. Strictures of the small intes- 
tine are best treated by resection. The progno- 
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sis of the subclinical enteropathy is good pro- 
vided that the non-steroidal anti-inflammatory 
drug is withdrawn; disease associated with 
strictures may have a more indolent remitting 
course and is not reversed by withdrawing the 
drug. 


About 30 million patients around the world 
take non-steroidal anti-inflammatory drugs 
regularly so the enteropathy caused represents 
a substantial clinical challenge. Many cases 
may be masquerading as Crohn’s disease, ac- 
coanting partly for the recent mcrease in this 
condition. The problem may be reduced by 
judicious prescribing of non-steroidal anti-in- 
flammatory drugs but is likely to become even 
more widespread. 


(BMJ Vol 298 June. 89) 


* * * 


High density lipoprotein and coronary heart 
disease : 


In 1975 Miller and Miller emphasised the 
previously described, but largely neglected, in- 
verse relation between plasma high density 
lipoprotein (HDL) cholesterol concentration 
and coronary heart disease. Since then pros- 
pective studies in several countries have con- 
firmed this relation and found it independent 
of other risk factors. Although much is now 
known of the role of HDL in lipid transport 
how it portects against atherogenesis is not 
understood. 


In reverse cholesterol transport, choles- 
terol returns from peripheral tissues to the 
liver, the major site of cholesterol excretion. 
HDL may accept cellular unesterified choles- 
terol by interacting with specific cell surface 
receptors, which reversibly bind HDL and reg- 
ulate cholesterol transport out of the cell. Low 
_ plasma HDL concentrations might therefore 
mean inefficient reverse cholesterol transport, 
explaining the inverse relation'between plasma 
HDL concentration and atherosclerosis. 
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Other explanattions do not entail HDL in 
such a direct role; for example, high plasma 
HDL concentrations may reflect efficient 
catabolism of triglyceride rich lipoproteins (in- 
cluding remnant particles) which аге 
atherogenic. The relation of HDL to 
atherogenesis might be mediated through ef- 
fects on thrombotic factors such as platelet 
aggregation, prostacyclin production and fib- 
rinolvsis. 


Measuring the plasma HDL concentration 
permits the calculation of plasma low density 
lipoprotein (LDL) cholesterol concentration, 
the major atherogenic particle, by the Fried- 
wald formula (plasma LDL cholesteral con- 
centration (mmol/I)= plasma total cholesterol 
concentration - (plasma HDL cholesterol con- 
centration + triglyceride concentration) 


Although the relation of hypertrig- 
lyceridaemia to coronary heart disease is not 
clear, hypertriglyceridaemia in the presence of 
low plasma HDL cholesterol concentration is 
possibly associated with an increased risk of 
vascular disease. 


Plasma HDL cholesterol concerntration 
tends to be low in overweight subjects, 
cigarette smokers, and sedentary subjects and 
correcting these factors will tend to increase 
plasma HDL concentration. Drugs, particu- 
larly thiazide diuretics and non selective ad- 
renergic blocking agents, may lower plasma 
HDL cholesterol concentrations, and alterna- 
tives should be considered for patients with 
hyperlipoproteinaemia. Some _hypolipidae- 
mic drugs, particularly the fibrates and nico- 
tinic acid, increase plasma HDL cholesterol 
concentration, but so too does alcohol. Given 
the complicated metabolism of HDL it seems 
unlikely that all interventions that increase 
the concentration of plasma HDL choleste- 
rol will affect the process or processes by 
which it protects against atherosclerosis. 


Measuring the concentration of plasma 
HDL cholesterol as part of the fasting lipid 
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profile provides a more comprehensive assess- 
ment of the risk of vascular disease and a soun- 
der basis for making therapeutic decisions than 
does measuring plasma total cholesterol alone. 
The methods for HDL determination need to 
be standardised, and the unacceptably high 
co efficientof variation of the methods reduces. 
Additional measurements of plasma HDL 
cholesterol concentration will have budgetary 
implications for departments of clinical 
chemistry. In future, measuring HDL subfrac- 
tions or apoprotein A I may give better esti- 
mates of risk than total HDL cholesterol alone. 


(BMJ Vol 298 Apr. 89) 


* * * 


Amoebic lung abscesses : 


Pulmonary complications after amoebic 
liver abscess occur frequently. However, 
haematogenous spread, especially in the ab- 
sence of clinical involvement of the liver, is 
not often seen but since appropriate treatment 


ра э P 


successfully prevents life threatening compli- 
cations its recongnition is important. The 
prominent haemoptysis, although it may be 
little and have a lpng history, can easily be 
misdiagnosed as tuberculosis. Good clinical 
judgement is necessary since serological tests 
can support the diagnosis but cannot confirm 
it. 


Three possible mechanisms of spread to 
the lung are postulated of which direct spread 
via the diaphragm is certainly the most com- 
mon. Lymphatic spread is an alternative 
whereas haematogenous spread, is rare. 


A 6 month time lapge from the beginning 
of illness to the time of diagnosis of amoebiasis 
has been reported. 


The differential diagnosis included lym- 
phoma, lung abscesses, other primary or se- 
condary malignant lesions sarcoidosis and 
echinococcus cysts. 


(SAMJ Vol. 75 Apr. 89) 


Protein kinase C and the related phosphoinositol pathway are now targets for cancer 


drug development. Potent inhibitors of this enzyme have been identified, including the 
natural product staurosporing has potent antitumour activity against numerous cell lines, 
including MDA - type cells. Also being investigated are plant phosphoinositols, which 
inhibit the "second messenger pathway”, of which protein kinase C is a part. 


(Transactions & Studies vol X Dec. '88) 


In a lighter vein...... 


The following statement hos been attributed to communication in marriage: “I know 
you believe you understand what you think | said......but I'm not sure you realize that 
what you heard is not what | meant!” 


(South Dakota J. of Med. June 1988) 
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Skin problems in the elderly 
Lionel Fry 
Publishers: Churchill Livingstone, 


London. 


Publications: B.I.Publications (P) Ltd, 
Promotion Department, 
61-63, Lakshmi Bldg, 
4th floor, Sir P.M.Road, 
Bombay - 400 001. 


An exquisite text book prepared exclu- 
sively keeping geriatric dermatology as its 
priority. Each chapter is concise and at the 
same time complete. In*addition, the titles of 
the chapters are well arranged and makes read- 
ing easy. Preparing a manual of Dermatology, 
in general, is commendable and more so pre- 
paring.one of dermatoses of the old age. The 
author has made every effort to prepare an 
examplary text book of geriatric dermatology 
which may be the first of its kind. He needs 
to be felicitated specially for performing this 
tremendous task. This,book must be possessed 
by every specialist in Dermatology and Geriat- 
ric medicine. 


(Dr.Jayakar Thomas) 
* * * 
Leprosy 
Dharmendra 
Publishers: Samant & Co., 
33, Mangesh Sadan, 
246, L J Road, 


Dadar, 
Bombay - 400 028. 


An elaborately written book on leprosy, it 
is sure to be mst useful for post-graduate stu- 
dents of Dermatology and Leprosy. Besides, 
the manual is an excellant reference book for 
all medical students. The chapters are very 
descriptively written in easy understandable 
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language. However, it would have been better 
if the chapters on Immunology and Immunity 
were combined as one so that the immunolog- 
ical aspects of leprosy would be more com- - 
prehensible. The index requires complete re- 
compilation. It is very cumbersomely compiled 
and the reader is sure to face difficulties in 
quickly referring to any particular topic. This 
book deserves to find a place in the rack of 
all medical libraries. 


(Dr. Jayakar Thomas) 
* * * 


Studies on mortality patterns of some common 
diseases during the period 1931 to 1980 in Bom- 
bay 


R.V.S. Rao 


Publishers: Dr. R.V.S. Rao, 

Purnima, 

B/7, Shree nagar colony, 
M.G. Road, Goregaon (W), 


Bombay - 400 062. 
Year: 1989 
Price: Rs. 80/- 


An attempt has been made by the author 
to bring out the mortality patterns of some in- 
fectious and non-infectious diseases from 1931- 
1980 based on civil registration data in Bombay 
city. It is interesting to note that pneumonia 
has been the major killer disease during the 
period of study. In spite of the advent of 
chemotherapeutics and antibiotics the con- 
tinued high mortality due to pneumonia is in- 
triguing. Pulmonary TB and Asthma and 
Bronchitis have also been enlisted in the first 
four major killers argong the sixteen diseases 
studied. It may be worthwhile to study the 
pre-disposing factors for this high mortality 
due to respiratory diseases. The study brings 
out the increasing trend of cancer, ischaemic 
heart diseases, diabetes as is seen in some de- 
veloped and developing countries. 
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To what extent Civil Registrtion data can 


be relied upon is anybody's guess. However 
similar studies in other metropolitan cities in 


the country would enable comparative studies 
and may be useful in Health Planning and Ad- 
ministration. In this context the attempt of the 
author is laudable. 


(Dr. M. Thiagaraj) 
* * * 
Live with all your heart 
Dr. Hans Diehl 


Meera Padi 

A.R. Arror 

Publishers: Center for Health Promotion, 
Kasturba Medical College, 
Manipal 

Year: 1989 


Price: Rs. 36/- 


Dietetics, menus, recipes (and indeed, 
there is a lot of them, calorie and cholesterol 
values - encompassing an impressive variety 
of foods - Indian to the core, various permuta- 
tions and combinations of exchange foods for 
different calorie levels, topped with a few pre- 
liminary chapters on diet and disease and pre- 
sented in a typical American platter - make 
this low-priced (Indian Edition) paperback, a 
delectable dish that would be savoured by the 
calorie and cholesterol conscious clinicians, 
cardiologists and counsellors of diet and nutri- 
tion and even housewives and/or husbands 
smart in cooking ! The essence of the message 
of this book is contained in the Dictary De- 
calogue, the Ten Commandments on p.66 and 
67. к 


(Dr.N. Hariharasubramanian, M.D., Ph.D.) 


Paediatric Revision 


Kwei C. Chin 
Michael J. Tarlow 
Publishers: Churchill Livingstone 
London 


Publications: B.I. Publications Pvt.Ltd. 
Promotion Department, 
61-63, Lakshmi Buildings, 


4th Floor, 
Sir Phirozshah Mehta Road. 
Bombay 400 001. 

Year: 1989 

Price: £ 7.95 


This is a paperback giving an assortment 
of case histories, data analysis, picture diag- 
nosis and MCO's of the true/false type, de- 
signed for a revision of paediatrics for the 
examination oriented postgraduate students. 
It has a few features worth highlighting: the 
marks awarded for possible choices of answers, 
excellent pictures of karyotype, giardia and of 
diplococci (in CSF), the mention of geographic 
on racial origins as clues to diagnosis and of 
the not so-common diseases like hypoplastic 
left heart syndrome, glycogen storage disease, 
etc. Also worth mentioning are cases for diag- 
nosis like lomotil poisoning, cephalhaema- 
toma and pneumomediastinum - the latter 
two for the excellence of pictures. Like the 
other books in the series of the publishers, 
it is certainly stimulating, although costly. 


(Dr.N. Hariharasubramanian, M.D., Ph.D) 
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| YET ANOTHER AYURVEDIC PRODUCT FROM | 


"C E y 2 e A highly effective and well tolerated cough 
veda F mum syrup containing extracts of 
15 useful herbs. 
e Gives relief in various types of cough 
in all age groups. 
e Efficacy of all the ingredients substantiated 
by published documents. 
e Free from undesirable effect. 


Herbodil controls cough & associated 
complications effectively and safely keeping 
patients active and alert all the time. 
USUAL DOSE: 
ә" Adults- 2 teaspoonfuls 3 to 4 times a day. 
DES Children- Half the adult dose, 
or as directed by the physician. 


SUPPLY: Bottle of 110 ml. 


Marketing Division 
Dey's Medical Stores (Mfg.) Ltd., 
41, Chowringhee Road, Calcutta-700 071 


Detailed information available an request. 





























HERBODIL 


An effective cough syrup for all 


PX/HL-2/88 





è The choice antimicrobial € Preventive treatment for 
in Upper Respiratory Traveller's Diarrhoea 
Tract infections 





e 100% success 


e High cure rates rates in venereal 


in Gonococcal diseases: 
and non- (Doxycycline HCl) Gonorrhoea, 
gonococcal | Syphilis 
urethritis 


Superior to all Tetracyclines 


(Doxycycline НСІ) 





The Purest One The Superior One 


For further information write to: 
U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400 018. 





68/6€S/AS(YdO4d 


The Makers of 
CYPON* 


Announce The Introduction of 


VERTIGON* 


Cinnarizine 25 mg. 


For Treatment of Vertigo and Giddiness due to 
any origin at a highly affordable price. 
LOBAK* 
A combination of Chlormezanone, ibuprofen & Paracetamol 
A muscle relaxant for Low Backaches and Muscular Catches 


PROMPICIN* 
The Augmented Ampicillin for Rapid Action, 
Prompt Results & Reduced Cost. 
BENCID* А 
Probenecid Tablets for Treatment ої Gout and 
as adjunct to PenicillinS 


GENO PHARMACEUTICALS LTD 
Karaswada, Mapusa, Goa 403 507. 


Ayurveda Revisited 
Dr. Sharadini А. Dahanukar M.D.(Pharmac); D.Clin. Pharm, Ph.D. 
Dr. Urmila M. Thatte M.D., Dip. NBE (Clin. Pharm) 


Doctors of Allopathic: medicine explain the concepts of Ayurveda in terms of contemporary 
scientific thought for developing an integrated medical system. Allopathic physicians and 
Ayurvedic practitioners must read. 


Rs. 150/- 


Encyclopaedia of Indian Medicine 


Vidyalankara Prof. S.K. Ramachandra Rao (Ed.) 
Sponsored by 


Dr. V. Parameshvara Charitable Trust, Bangalore 


Encyclopaedia in three volumes containing historical perspective tracing the development of 
Indian Medicine through the ages, basic concepts of Indian system and detailed account of several 
methods of diagnosis and clinical examination. 


е Rs. 700/- per set 


Available with all booksellers and with 

Popular Book Depot 

Raja Ram Mohan Roy Marg, Bombay 400 004. 

Popular Prakashan Private Limited 

35-C Pt. Madan Mchan Malaviya Marg, Popular Press Bldg., Opp. Roche, 
Bombay 400 034. T 

4648/1, Ansari Road, 21, Daryaganj, New Delhi 110 002. 
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Our concern for 
NUTRITION, INFECTION 


& DISEASE 


Found its expression in 


PROVISAR — Granules and Syrup 
AMPISAR — Capsules and Drysyrup 
TRIMSAR D S — Tablets and Paediatric Suspension 


SARVODAYA LABORATORY 
54/57, Siddhapura Ind. Estate, S. V. Road. 
- Goregaon (West), Bombay-400 062 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available 
for ready supply to Medical Profession in India. 
The vaccine is: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i) Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 
Available in phials of 10 ml. only. 
Price: Active Type : Rs. 195/- per phial. 
Retard Active Type : Rs. 590/- per phial. 


Kindly send full money in advance by DD/MO payable to Gen. Secretary, College of Chest Physicians. 


MEMBERSHIP/FELLOWSHIP CERTIFICATION 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 


Fees schedule: 


Membership (MCCP) - Rs. 350/- 3 
Fellowship (FCCP) - Rs. 600/- Life Membership - Rs. 750/- 
Life Fellowship - Rs. 1000/- Renewal Fee Rs. 25/- year - 


Minimum eligibility: M.B.B.S., 


Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committe. 


For details contact : 
* SecretaryeGeneral 
College of Chest Physicians 
P.O. Box 6551, B-9, Tagore Garden, New Delhi - 110 027. 
e Phone: 502204. 
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100% SAFE 
100% EFFECTIVE ABORTIFACIENT 









Widely accepted safe and sure method | 
of M. T. P. | 
! 


Dilates cervix automatically, expels 
| product of conception without compli- 
| cations within 6-24 hours. 






PRESENTATION AND PRICE 

1 Packet of 10 N. T. T. Rs. 40-00 
12 Packets of N. T. T. Rs. 450-00 
Taxes and other charges extra. 
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| CEA TANGLE TENT WAY HS 











PAINLESS CERVICAL DILATOR 





















© Sterilisable like imported Laminaria 
Tents. 
© Complete cervical dilatation within 
6 hours. 
O Causes no scratches on cervical 
tissues. 


|| PRESENTATION AND PRICE 
lll 1 Packet of 10 C. T. T. Rs. 50-00 | 
212 Packets of C. T. T. Rs. 550-00 | 
Taxes and other charges extra. | 
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Clinical Trial Reports are available on 
request. 









UPPLY OF NT.T. & CT T. 
For your requirement ask үбиг chemist 
or order directly. Even small trial 


orders supplied per V.P.P. 


K3Sunthochem - | 
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MEDICINE 
CLINICAL AND DESCRIPTIVE 
WITH DIFFERENTIAL DIAGNOSIS 
Akhil Bose Price : Rs. 45.00 
A Handbook of 
MEDICAL TREATMENT 
L.K. Ganguli Price : Rs. 65.00 
CLINICAL PEDIATRICS 
D.N. Chatterjee Price : Rs. 65.00 


MODERN PHARMACOLOGY 
AND THERAPEUTICS 


N.K. Dasgupta Price : Rs. 40.00 


CHEST DISEASES 
AND PULMONARY 
TUBERCULOSIS 
P.K. Chatterjee Price . Rs. 50.00 


British Medical Association 
publications are available with us 


ACADEMIC PUBLISHERS 
12/1A. Bankim Chatterjee Street. Calcutta-700 (073. 


LABORATORY EQUIPMENTS 


* Spectronic20B & L * Electronic Digital 
U.S.A. Blood Pressure & Pulse 
meter 

* Slide Projector 

* Haemometer 

* Haemocytometer 

* Counting Chamber 

* RBC/WBC Pipette 

* Blood Cell Counter 

* Baby W. Balance 










* Erma Colorimeter 

* Microscopes 

* pH Meter-Digital 

* Conductivity Meter 
* Centrifuge Machine 
* Autoclave/Sterilizer 
* Glucose Colorimeter 
* Premature Baby 
















Incubator * Pyrogen Testing 
* Hot Plate, Water Bath 
Oven, Incubatoretc., * Тор Syringes 
* Deioniser * X-ray Viewing Box 
* Analytical Balances * Stop Watch/Timer 
Contact: @ 8110973 
LAB-INSTRUMENTS 





78-A, Jagannath S.Seth Road, 
‘Ratnadeep’ Ist Floor, 
(Near Roxy, Opera House), 
Bombay - 400 004. 













M2-TONE " SYRUP 


restores the natural balance be 
the endocrines, emotions „©: 


and nutrition 
in 
e Delayed puberty 


e Irregular Cycles 
e Habitual Abortions 


e Menopausal disturbances 


Dosage: 2-3 teaspoonful 
thrice daily. 
Presentation: Bottles of 
200 ml. & 400 ml. 


tent 192: 


A JOURNAL DEVOTED TO Ht ALTHFUL LIVING 


Founded by the late 
Dr. Ч. RAMA ВАЧ in 1923 


Publisher 
R. LAKSHMIPATHY 


SUBSCRIPTION RATES 
Annual Subscription: By Mq Rs.48 
By VPP Rs.57 


Single Copy : Rs.4.00 


Editorial & Publishing Office | 
Professional Publications (P) Ltd. 
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(India) Pvt. Ltd. 


EA к? Bombay-400 011. 


DOCTORS 


Why not do the Blood Glucose 
Test yourselves 


INSTANTLY * ACCURATELY * EASILY 
BY USING ELECTRONIC 


EMCO GLUCOTEST METER 


(Collaborator: Medistron Ltd., U.K.) 


Simple; light (190 gms); гг 
consistent accurate instant % Ж 
results. Works with both 222 "es 
Dextrostix or BM20-800 
locally available test strips 
and Indian battery. 1 year 
warranty. 


А must for all Doctors, 
Suregeons, and Hospitals 


For particulars, please 
contact manufacturers 


Emco Hi-Tech 
Devices Pvt. Ltd. 


106, Industrial Area, Sion, 
Bombay 400 022. 
Phone: 482929/476371. 








WORLDWIDE MOSBY BESTSELLERS, 
NOW to be available in LOW-PRICED INDIAN EDITION 
from B.I.PUBLICATION - DUE EARLY 1990. 


Prices Approx 

Finegold: Diagnostic Microbilology 7/e (US Price $ 46.95) Rs. 595.00 
Athey : Ultrasound іп O5stretics & Gynecology 2/e (US Price $ 

71.50) Rs. 325.00 
Ferri : Practical Guide to the Care of the Medical Patient 

(US Price $ 22.95) Rs. 120.00 
Bauer: Clinical Laboratory Methods 9/e Rs. 580.00 
Deweese : Otolaryngology - Head and Neck Surgery (US Price $ 

47.95) Rs. 385.00 
Enzinger : Soft Tissue Tumors 2/e (US Price $ 184.00) Rs. 900.00 
Goaz-White : Oral Radiology 2/e (US Price $ 48.95) Rs. 500.00 
Hagen: Textbook of Diagnostic Ultrasonography 3/e (US Price 

$79.95) Р Rs. 845.00 
Miglets : Atlas of Ear Surgery (US Price $ 94.50) Rs. 300.00 
Margulis : Alimentary Tract Radiology (US Price $ 314.00) Rs. 1985.00 
Orten: Biochemistry (US Price $ 38.00) Rs. 395.00 
Profit : Contemporary Orthodontics (US Price $ 53.95) Rs. 410.00 
Sonnenwirth : Gradwohl s Clinical Laboratory Methods and Diagnosis 

(US Price $ 157.50) Rs. 1350.00 
B.I. 
Gangane/Indurkar: Anatomy Quiz 1989 Rs. 55.00 
B.I.CHURCHILL LIVINGSTONE (ВІСІ) TITLES: 
Ahuja: Essentials of Clinical Diagnosis 1989 Rs. 85.00 
Dhingra: MCQs in Otolaryngology 1989 Rs. 50.00 
Padubidri/Daftary: Shaw's Textbook of Fynaecology 10/e 1989 (Revised) Rs, 95.00 
Sainani et al : Medical Therapeutics Rs. 150.00 


B.I.C.L. (Simplified Course Series): Tailored to the needs of the undergraduates who are hard- 
pressed for time, the textbooks in this series are concise and written in simple and easy-to-under- 
stand language. They provide a good grounding in the subject and take note of the recent advances 
in the field. 


Vora/Desai : Orthopaedics 1989 Rs. 75.00 
Srivastava: Pediatrics 1989 Rs. 80:00 
Other titles in preparation. 





Please order from your bookseller 


B.I. PUBLICATIONS PVT. LTD. 


Promotion Department, 61-63, Lakshmi Building, 4th Floor, Sir Phirozshah Mehta Road, 
BOMBAY-400 001. Telegrams: "BRITINST", Telephone: 2860230. Telex: 011-4537 





e Stock Holding Branches: 

18, Landsdowne Road 13, Govt. Place East 13, Daryagani 9/10, Agurchand Mansions 
Landsdowne House CALCUTTA-700 069 NEW DELHI-110 002 150, Mount Road. e 
BOMBAY-400 039 Telegrams: "BRITINST" Telegrams: "BIPUBS" | MADRAS-600 002 
Telegrams: "BRITINST" Telephone: 288742-43 Telephone: 3274443, Telegrams: “BOOKWORLD” 
Telephone: 20211766, 3261290 Telephone: 861851 

2022396 Telex: 031-2998 869361 
Telex: 011-4537 | = . 


(Also at: 147, Infantry Road, Bangalore: 560 001 Tel: 70542) 


- 


Glimpse into history 


History of medical education in medieval England 


Ancient Greece was the fountain of medi- 
cal thought. Starting with Hippocrates, the 
early emphasis was on clinical education by 
observation. This changed to dogmatism and 
theorisation in the days of Galen, who domi- 
nated medical teaching for 1400 years and his 
posthumous influence on concepts, wrong as 
they were, could be felt even at the beginning 
of the last century. It must however be said to 
the credit of Galen that he was a charismatic 
teacher of medieval medicine, with his animal 
dissections, polypharmacy and what not. 


Hippocratic traditions passed to the middle 
East and was nourished by the Arabs 
Avicenna, the great Arab physician was also 
. atheorist like Galen. The aphorisms, dietetics 
and prognostics of Hippocrates, the Ars Parva 
of Galen and the writings of Aricenna are con- 
sidered the original texts of medicine. 


From the East, medical knowledge re- 
traced to the West, possible via Spain and in 
this return, most of the theories of Galen and 


of Aricenna were discarded. The first medical . 


school of Europe was formed at Salerno, near 
Naples. From Salerno, the centres of learning 
were established іп Montpellier, Bologna, 
Paris and Padua. The University of Paris had 
a faculty of medicine with a Dean and six re- 
gents. Classes were held in stables, lodges and 
even in brothels! Each student sat on one 
bundle of straw and the teacher, on two bun- 
dles. Students had to swear not to revenge 
themselves on their examiners # they failed! 
Some of the English students in the University 
of Paris who had to return to England because 
of war, continued their studies at Oxford and 
they formed the nucleus of the medical faculty 
of Oxford, yaars later. In countries like Eng- 
land organised medical training was rare and 
textbooks were lacking; there was no central 
control over the standards of education and 
practice and to rectify this, thé Royal Colleges 
of England were founded at the beginning of 
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the sixteenth century. Medical care was still 
largely in the hands of monasteries and surgery 
was considered an inferior profession practised 
by barber-surgeons. 


Cains introduced the teaching of Anatomy 
in England. Anatomy and Surgery were learnt 
by apprenticeship; the apprentices to the bar- 
bers came down from the socioeconomically 
lower classes. The bodies were dissected by 
regions, the viscera being completed first as 
they decomposed first and for that reason, the 
dissections were carried out during winter. At 
the end of apprenticeship, the candidates pre- 
sented themselves with a letter from their mas- 
ter of conscientious completion of training, to 
a board of eight examiners. A diploma of the 
master of anatomy and chirurgerie was 
awarded after the examination and a thesis. If 
a candidate failed, the coroner was asked to 
come to satisfy himself of the justification for 
the failure. 


The first President of the Royal College of 
Physicians was Thomas Linacre, who was suc- 
ceeded by Cains. The College had its own drug 
garden for manufacturing drugs and it held the 
authority of drug control over the apothecaries 
(pharmacy) throughout the country and its do- 
mains. They allowed four bodies a year for 
dissections in the spring. This endowed dissec- 
tion is the origin of the famous endowed lec- 
tureships of the Royal Society-the Lumleian, 
the Gouldstonian and the Croonian. Linacre, 
was also the physician to Henry VIII. He was 
instrumental in organising the faculty of 
medicine at Oxford and Cambridge which 
awarded M.L.(medical licence), C.L.(licence 
in Chirurgeria) anf M.D. 


While a membership in the Royal College 
of Physicians entitled the physicians to practise 
surgery and while the College tolerated even 
quacks to dispense internal medicines, the 
barber surgeons themselves were not permit- 
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ted to administer drugs, except when they 
qualified as possessing “Knowledge and ex- 
perience of the nature of herbs, roots and wat- 
ers 


The first English textbook in Medicine, 
published in 1485, contained just 12 pages and 
was titled “A passing good little book necessary 
and behoveful against the pestilence”! Galen’s 
Eschiridon of surgery and John of Gaddeston’s 


Governal of health and Judicial of urine were 
among the early books. 


The medieval period was one of individual 
knowledge and achievement, which however, 
did not expand into the broad flow of medical 
knowledge which blossomed only two or three 
centuries later. 


(Dr. М. Hariharasubramanian, M.D., Ph.D.) 


Answers to *Medi-Quiz" 


4. A.False В. True 
C. False Р. True 
E. False F. True 
* * * 


Correct answers received for the “Case of the month” - October 1989 


Dr. J. Chalamaiah, 
Pullampet, 
Cuddapah, A.P. 


ж x ж 


Dr. Jagjit Singh, 
5-А 1/2 Model Town, 
Patiala. 


Correct answers received for the *Case of the month" - November 1989 


Dr. Alphy Joseph, 
Moothakunnam, ji 
Kerala. 
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Dr. V.C. Thakkar, 
Pauni, Bhandara. 
Bombay. 
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A 30 year old aviary attendant complained 
of intermittent fever, malaise, and cough with 
expectoration. His investigations reveal; 
Mynegative. Tc 10200/cmm. P68 130 E2 ESR 
20mm/1 hour. Widal; negative. No lym- 
phadenopathy. Paul Bunnell negative. X-rays 
shows partly resolving lobar penumnitis of 


| Case of the Month 


both sides. While the diagnosis can be con- 
firmed by specific tests, can you spot the clue 
in the history presented above, for the cause 
of his illness? He was treated with tatracycline 
1 gm per day for 2 weeks for complete resolu- 
tion. 


(Dr. М. Hariharasubramanain M.D., Ph.D.) 


Answer to the “Case of the month - January 90 


е Г 
The convulsions were caused by acute hypertensive encephalopathy, 
secondary to renal disease. 


* * * 


* * * 


А 39 year old woman from Gujarat presented with a four day history of myalgia, 
anorexia, sweating, vomiting, and bilateral frontal headache. There were no respiratory 
or abdominal symptoms, and her bowel was normal. Her husband and three children 


were all well. 


i A week previously an abscess on her left index finger had been treated successfully 
by drainage, and flucloxacillin had been given after a sensitive Staphylococcus aureus 
was isolated from the site. Two months previously falciparum malaria had been diagnosed 
and treated successfully with a five day course of chlorquine followed by primaquine. 
Her symptoms then were identical with those she now presented with. 


She was dehydrated, with a tachycardia of 120 beats/minute, and a fever of 38.8 °C. 
There was no rash, and examination of her abdomen showed no abnormality. A clinical 
diagnosis of malaria was made, and a blood film was examined to confirm the diagnosis. 
No parasites were visible, however, and there was no thrombocytopenia. In contrast, а 
blood culture grew type A Salmonella typhi. Her condition improved on treatment with 
intravenous chloramphenicol followed by a 15 day course of oral treatment. 


This case shows the importance of establishing a clear diagnosis on objective grounds 
before starting treatment. An unsubstantiated and resumptive diagnosis ignores the way 
in which infectious illnesses often mimic each other. 
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Are there any medical hazards to occupants of vehicles with-airconditioning units? 


The potential health hazards of airconditioning systems in buildings have been widely 
discussed. The systems may use equipment containing stagnant water, and if this is colo- 
nised by micro-organism and they or their breakdown products become airborne ilinesses 
such as Legionnaires’ disease and humidifier fever may result. 


Airconditioning systems in motor vehicles differ from those in buildings in one important 
way: they do not contain water. They are simply refrigeration units, attached to the engine 
bulkhead to cool the indrawn air. The coolent is a fluorocarbon, usually dichlorodifluorpro- 
methane (ССР). This compound has been shown to cause dizziness when inhaled as a 
5% concentration in air and unconsciousness at 15%. These concentrations are equivalent 
to 50 000 and 150 000 ppm respectively: the current United Kingdom occupational expo- 
sure limit is 1000 ppm for eight hours and 1250 ppm for 10 minutes. The compound has 
also been implicated as a cause of cardiac arrhythmia and arrest, particularly in states of 
anger and excitement associated with high circulating adrenaline concentrations. Such 
states may (as well know) arise while driving. Thus leakage of the refrigerant into the 
passenger compartment could pose a risk to health. If dichlorodifluoromenthane is exposed 
to hot metal or flame it will decompose, producing highly toxic gases, such as hydrogen 
fluoride and hydrogen chloride. These dangerous compounds could, therefore, be produced 
as the result of collision or fire. In reality it is much more likely that injury or death would 
result from trauma or burns. 


(BMJ Vol. 998 14 Jan. '89) 


* * * * * * 


RUTOLOGUS 8LOOD TRRNSFUSION 


Recently о neu concept has emerged in blood transfusion, which can totally elimi- 


nates transmission of various diseases via blood transfusions to unsuspecting patients. 
A study describes 113 patients having major operations who received autologous blood. 
All these patients visited the blood banks and deposited blood at regular intervals 
twenty weeks before their elective operations. Almost upto seven units were transfused 
perioperatively and there were no complications. This would then seem an important 
development in prevention of transmission of diseases through blood transfusion. 


(Journal of Bone & Joint Surgery (1987), 69R, 320) 


* * * * * * 


€ffect of dietarysalt on bronchial reactivity to Histamine in asthma. 


In a recent epidemiological survey increased dietary salt intake was positively associo- 
ted with bronchial reactivity to inhaled histamine. If this association is important in the 
pathogenesis of asthma a similar relation would be expected in individual! patients. 


The way in which increased salt intake may cause increased bronchial hyperreactivity 
is unclear. Animal studies have shown that sensitised smooth muscle shows hyperreactivity 
as a consequence of increased activity of the cell membrane sodium pump and sodium 
influx. Increased sodium intake may possibly augment this effect. As the degree of histo- 
mine reactivity is related to the severty of symptoms in asthma these results also indicate 
that a high dietary salt intake may contribute to the severity of asthma. 


4 : | (BMJ Vol. 997 13 Aug. '88) 


€.C.G. Quiz | 


Mr. М.42 years, a known hypertensive and What is the likely diagnosis from the ECG? 
smoker, complains of pain suggestive of angina. 
His B.P is 160/100 mmHg. (Contributed by Dr.D. Sankaranarayanan, 
| | Ambasamudram - 627 401, Tamil Nadu.) 
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An allergy to Marmite? 


Marmite was given thinly spread on buttered white bread to a 15 month child. Within 
five minutes mild angio-oedema of the lips and periorbital tissues had occurred. This 
caused no difficulty in breathing and subsided within 60 minutes. The link with Marmite 
was not recognised and some days later the child was again given some on bread. This 
time a more dramatic reaction occurred with a greater degree of angio-oedema of the 
mouth and periorbital tissues such thot the child exhibited some difficulty in respiration. 
Most of the oedema settled again within 60 minutes and the child did not require 
drug-treatment. However the angio-oedema would have been sufficiently severe to cause 
concern to the parent. Should such products be promoted as a weaning food? Some 
health visitors advise mothers to put Marmite on their nipples to break the child’s breast 
feeding habit; in a susceptible child this action might possibly be fatal. 


(ММ) Vol. 298 2? Jan. 89) 
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1. Maternal SLE is usually associated with 4. State whether true or false. 
neonatal: 


A. Mastoid antrum is absent at birth. 
A. Supraventricular arrhythmias. B. Масша is not fully developed at birth 
B. WPW Syndrome. C. Cough relfex is absent at birth. 
C. Sinus bradycardia. D. Bone age is advanced in obese children. 
D. Complete heart block. E. In eczema pertussis vaccine is contraindi- 

cated. 
2. In children the commonest cause of cardiac F. In children T, may be elevated durirlg 

arrest is. infective hepatitis. 

G.In children for diagnosing diabetes 
A. Hypoxia melitus. GTT is not essential. 
B. Congenital heart disease. 
C Арбын 5. Alkaline phosphatase is raised in all of these 
D. Hyperkalaemia , except 

A. Rickets. 


3. A i | 
one year old child has visual acuity of B. Malabsorption. 


C. Hypoparathyrodism. 


A. 6/6 
5 H * (Dr. N. Hariharasubramanian.) | 
D. 6/36 (For Answers See Page 99) 


* * * 


* * * 


Chronic mountain sickness, similar to Monge's disease in the Peruvian Andes, hos 
been discovered among the inhabitants of Lhasa, Tibet (Quarterly Jr. of Med. 1989; 71: 
555.74). It affects predominantly men of Han origin who have moved from the lowlands 
to the high altitudes of the Tibetan Himalayas. initiat symptoms are due to polycythaemia, 
and in the late stages pulmonary hypertension may be followed by congestive cardiac 
failure. Cigarette smoking may be a contributory factor. 


(BM) Vol.299 12 fiug.89) 


* * * * * * 
е 
іп the current issue (1989:112:1-38) of "Grain" on article from Boston identifies the 
medial subcallosal fasciculus ond the periventricular white matter near the body of the 
lateral ventricle as the critical sites of damege affecting speech. Patients with lesions in 
both sites had a poor prognosis for recovery of speech; but evên an extensive lesion іп 
only one of these regions Was not sufficient to produce long lasting aphasia. 


(BMJ Vo!.298 8 Врг.89) 
e * * * + * * 
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| News and Notes | 


А 2 day scientific communication Teaching March, 1990) and Srinagar (20th - 21st March, 
Courses will be held at Patna (17th - 18th 1990). 


For details, contact, 


Or 
Dr.B,K, Agarwal, | 
Organising Secretary, Dr.A.H. Durrani, 
Associate Professor & Head, Organising Secretary, 
Dept. of Gastroenterology, Chairman, Division of Gastroenterology, 
IGIMS, Dept. of Medicine, 
Sheikhpura, Srinagar Medical College, 
Patna - 800 014 Srinagar - 190 010 
Answer to the ECG Quiz - Dec 89 
2. The extreme left axis -60+suggests possible 
е ну left anterior hemiblock 
Ы 3. Tall peaked P П, Ш aVF right atrial hype: 
Transition in У; орау 


Answer to the E.C.G.Quiz- January '90. 
The Clinical diagnosis is; 
A EC L-R shunt 
VSD C Rr outflow ...obstruction with 


pulmonary stenosis 


* * * * * * 


Uruguay has a successful schooling system, a cultural tradition that gives doctors high 
social status, and open enrolment in medical sthool. The inevitable consequence is that 
it has over 8000 doctors fór fewer than three million peopie (Health Policy and Planning 
1989: 3: 280 - 90). If enrolments continue at present rates by 2030 the number of doctors 
might be as high as 24000 except that most would have emigrated in search of work. 


| (BMJ Vol. 298 Apr. вол 
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PUBLISHER'S NOTE 
MARCH '90 


Dear Doctor, 


It has been my aim to 
provide details of the various 
courses offered by different 
Medical college in the country 
for the guidance of the 
readers. But due to certain 
administrative difficulties, 
this could not be 
implemented. 





















However, I am at work on 
this point and I hope to 
succeed іп my efforts very 
shortly. 


With warm regards, 


Yours Cordially, 


f LA 1... ж 


(R. LAKSHMIPATHY ) 
PUBLISHER. 


MADURAI, 
25.2.90. 
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Brachial plexus injuries 


Natarajan M., Muthukumar N., 


Brachial plexus Injuries are not common 
in peace time. The diagnosis of brachial plexus 
injuries may be very difficult, because of the 
associated injuries to head, neck, extremity 
and chest. A review of the anatomy is essential 
for diagnosis and treatment of these lesions. 


Anatomy of Brachial Plexus: 


The cervical V, VI, VII, VIII and Ist 
thoracic spinal nerves form the brachial plexus 
containing motor, sensory and sympathetic fib- 
ers. The motor fibers go through the anterior 
root and the sensory fibers via the posterior 
root, and the sympathetic fibers join the spinal 
nerves through the rami communicantes. The 
spinal nerve divides into anterior and posterior 
rami after exiting from the intervertebral 
foramina. The posterior rami supply the skin 
and muscles of the posterior paraspinal areas 
and the anterior rami join the brachial plexus. 


The spinal nerves combine to form three 
primary trunks. Before this C-5, gives a branch 
to phrenic nerve, branches from C-5, C-6, C-7, 
give the nerve to the seratus anterior muscle, 
the nerve to rhomboids and levator scapulae 
arises from C-5. The upper trunk is formed by 
the fusion of C-5 and C-6. From this trunk 
arises the suprascapular nerve supplying the 
supraspinatus and infraspinatus muscles. The 
middle trunk is the continuation of C-7. The 
lower trunk is formed by the combination of 
C-8 and T-1. The three trunks divide into an- 
terior and posterior divisions. These divisions 
form the cords whose name depends on the 
relationship to the subclavian artery. The 





Dr. Natarajan M. M.S.. (Gen.) M.S.. (Neuro) FICS.. FACS., FAMS.. 
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; e 
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lateral cord is formed from the anterier divi- 
sions of the upper and middle trunks. it gives 
branches to the pectoralis major muscle, and 
then divides into the musculocutaneous nerve 
and lateral head of the median nerve. The me- 
dial cord is derived from the anterior division 
of the lower trunk. This cord gives branch to 
the pectoralis major, the medial cutaneous 
nerve of arm and forearms and the medial head 
of the median nerve. The posterior divisions 
of all trunks unite to form the posterior cord. 
This gives branch nerve to subscapularis and 
lattissimus dorsi and then divides into axillary 
and radial nerve. 


Classification of Brachial Plexus Injuries: 


Brachial plexus injuries are classified as 
open and closed injuries. Open injuries occur 
due to penetrating trauma. Closed injuries 
occur as a result of direct pressure, traction or 
injuries to surrounding structures. Thesinjuries 
may be divided into supraclavicular or infrac- 
lavicular. The injuries may involve the roots, 
trunks, cords or peripheral nerves. The injuries 
may result in neuropraxia, axonotmesis Or 
neurotmesis. Neurotmesis may һе рге- 
ganglionic (avulsion of roots) or postganglionic. 


Direct Trauma: 


Open injuries to the brachial plexus are 
common during war. This is always associated 
with injuries to vessels, bone and viscera. Di- 
rect trauma occurs with low-velocity missile. 
High-velocity missile may cause both direct 
trauma and injury secondary to shock waves. 


Closed Injuries: 
e 


The common mechanism of injuries is trac- 
tion. Supraclavicoular injuries are mare com- 
mon than infraclavicular injuries. The separa- 
tion of head and shoulder causes stress on the 
upper part of the plexus whereas hyperabduc- 
tion cause stress on the lower ран of the 
plexus. During birth-trauma, plexus injuries 





Vol. 87 No. 3 


THE ANTISEPTIC 


104 


| \ 
аге common. Traction injuries in adults cause 


avulsion of nerve roots, which may be de- 
monstrated by myelogram. Infraclavicular in- 
juries occur as a result of bone injuries to the 
shoulder, especially dislocation of the humeral 
head from the glenoid fossa injuring the cords 
and terminal branches of the plexus. These 
are usually lesions in continuity and have a 
good prognosis. 


Secondary Injuries: 


Injuries to the brachial plexus may occur 
following clavicular fractures and fractures of 
the first thoracic rib. The iatrogenic injury oc- 
curs most commonly as a postanesthetic injury. 


Diagnosis: 


For deciding the treatment and prognosis 
it is essential to establish the location and na- 
ture of an injury to the brachial plexus. There 
are well-established clinical syndromes de- 
pending on the localisation of injuries to the 
roots, trunks or cords. А “ег an acute injury 
to plexus there may be a transient complete 
paralysis of the upper extremity lasting hours 
to days. It is better to evaluate clinically after 
this phase passes off. The paralysis of the diap- 
hragm, rhomboids or serratus anterior indi- 
cates intraspinal damage or root avulsion. In 
lower plexus injury presence of Horner's syn- 
drome is evidence of avulsion of Т-1 root. 


Lesions of upper trunk cause paralysis of 
abductors, lateral rotators of the arm and 
elbow flexors and the supinator innervated by 
C-5 and C-6. This will result in classic *waiter's 
tip” posture of the extremity. Sensory loss will 
be in the radial aspect of the arm and thumb 
and index finger. A lesion of the middle trunk 
a C-7 lesion involves extensors of the elbow, 
wrist and fingers. Sensory loss is present along 
the dorsum of the forearm, hand, index and 
middie finger. Lower trunk sion (Dejerine - 
Klumpke) causes lesion of C-8, leading to com- 
bined median and ulnar palsy. Sensory loss is 
present along the ulnar aspect of the hand and 
forearm and the medial aspect of the arm. So, 
lesions of upper trunk incapacitate the shoul- 
der and arm, those of middle trunk affect the 
extensors of the forearm and hand and those 


of the lower trunk disable the hand and 
forearm. 


Injuries to the cords give a clinical picture 
of a peripheral nerve injury rather than a seg- 
mental lesion. Lateral cord injury results in 
weakness of muscles supplied bv the musculo- 
cutaneous, lateral head of the median, and 
lateral pectoral nerves. This results in weak- 
ness of forearm flexion, pronation and adduc- 
tion of the arm. Sensory loss distribution cor- 
responds to the musculocutaneous nerve, me- 
dial cord distribution injury result in combined 
unlar and medial nerve injury with loss of sen- 
sation in the medial aspect of hand, forearm 
and arm. The posterior cord injury involves 
axillary and radial nerves. There is weakness 
of abduction and extension. Damage to the 
subscatular nerve and nerve to latissimus dorsi 
result in weakness of internal rotation and ad- 
duction of the arm. Sensory loss involves the 
dorsum of the arm, forearm and hand. 


Injury to the brachial plexus may result in 
combined root, trunk and cord lesion. Myelog- 
raphy may demonstrate meningoceles in root 
avulsion. The axon reflex consists of local vaso- 
dilation, wheal, and flare when histamine is 
scratched jnto the skin. This reflex is depen- 
dent on the integrity of the sensory axon. This 
will be present in preganglionic lesion and in 
postganglionic lesion flare is absent. The elec- 
tromyogram involves efferent conduction, 
muscle activity and afferent conduction. A few 
days after injury a neuropraxic lesion can be 
distinguished from a degenerative lesion in 
spite of absent or poor volitional activity. After 
degenerative lesion evoked muscle response is 
diminished. 


Several weeks after injury abnormal inser- 
tional activity and fibrillation may indicate de- 
nervation. Cervical paraspinal electromyog- 
raphy may localize the lesion intraspinally. 
There is paraspinal denervation. Electromyog- 
ram may show volitional muscle action poten- 
tials before clinical signs of recovery by several 
weeks. 


Treatment: 


The real problém in brachial plexus injury 
is selection of patients for surgery and the 
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timing of surgery. The aims of surgical explo- 
ration are, | 


1) treatment of damaged nerves, neuroloysis, 
suture, nerve resection and anastomosis or 
graft. 


2) determining prognosis regarding recovery 
so that amputation or reconstructive surgery 
may be undertaken if necessary. There is a lot 
of controversy regarding these issues. 


Birth Injuries: 


The common birth injuries are of the upper 
plexus (Erb-Duchemne) variety. The initial 
therapy is immobilization while the truamatic 
neuritis resolves. Later physical therapy and 
splinting are employed to prevent contrac- 
tures. Spontaneous recovery may take from | 
week to 18 months. After some years recon- 
structive procedures may be needed. 


Open Injuries: 
) 

Here associated vascular and visceral injuries 
may need attention earlier. Cut by sharp ob- 
jects may be sutured immediately. In other 
injuries the nerve ends are approximated to 
facilitate delayed suture. In lower plexus injury 
the prognosis is poor since regenerating axons 

* * * 


have to travel a long distance to reach the 
muscles of the hand. 


Closed Infraclavicular Injury: 


They are the result of primary bone injury. 
Exploration may be needed if there is no im- 
provement in 6 weeks to 3 months. 


Closed Supraclavicular Injury: 


They are the most common brachial plexus 
injury. Many authors advocated surgery with 
external neurolysis and grafting. The presence 
of pain and Horner's syndrome are bad prog- 
nostic signs. Surgery could improve three con- 
ditions. 

1) Periplexus cicatrix 

2) Neurotmesis permitting autografting 

3) Neuromas in continiuity amenable to 

section and grafting. 


Myelography, axon reflex testing, and 
nerve conduction studies will confirm the 
clinical diagnosis of root avulsion. Closed 
injuries are explored in 3 to 9 months, if 
there is no spontaneous improvement. In 
clean cut open injuries with complete nerve | 
lesion exploration is done in 10 days. 

* * * 


Japanese encephalitis 


Encephalitis caused by Japanese encephalitis virus occurs in annual epidemics through- 
out Asia, making it the principal cause of epidemic viral encephalitis in the world. No 
currently available vaccine has demonstrated efficacy in preventing this disease in a 


controlled trial. 


We performed a placebo-controlled, blinded, randomized trial in northern Thai province, 
with two doses of monovalent (Nakayama strain) or bivalent (Nakayama plus Beiiing 
strains) inactivated, purified Japanese encephalitis vaccine made from whole virus derived 


from mouse brain. 


We conclude that two doses of inactivated Japanese eencephalitis vaccine, either 
monovalent or bivalent, protect against encephalitis due to Japanese encephalitis virus 
and may have a limited beneficial effect on the severity of dengue hemorrhagic fever. 


(New Eng. of Med 319:608 - 14 Sept. 8, 1988.) 


* * * 
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A drug to prevent heart attack biological 
cardioneurotropic antigen (ВСА) - “А trial report 


on two hundred and forty (240) cases of Ischaemic heart Disease 


with or 


without the history of myocardial infarction studied and followed over 


the period from 1981 to 1987." 
Khanna B.L., 


Summary 


240 cases of IHD with or without the history of myocardial infarction 
were put on Biological С ardioneurotropic Antigen (BCA), a specific 
type of Indian Cobra Venom suspended in colloidal diluent antigen. 
140 (58.33%) cases showed marked improvement in parameters like 
basal coronary angiogram, serial exercise MUGA tests, creatine kinase 
(MM, MB &BB). LDH! & LDH2, plasma myoglobulin levels, 99'"ТС 
labelled pyrophosphates, Thallium 201 imaging and 99™TC radio nu- 
clide ventriculography; 70 (29.10%) cases showed mild to maderate im- 
provement in these parameters, while 21 (8.7576) succumbed to death 
during trial due to cardiac arrest and 9 (1.0095) showed no effect at all. 
During follow up of these cases further 29 cases reported to have died 
-during the seven year follow up period, while the remaining maintained 


fair to góod follow up records. 
Introduction: 


Venom of most species of cobras has been 
in use in Indian, Persian, and Chinese 
medicine since days immemorial; though the 
venom of other snakes have been in use but 
the use of Indian cobra venom and Indian viper 
venom being of the finest quality and high po- 
tency was in extensive use before 1952 (Prof. 
Dutt, U.C). 


It is used in suspension with different types 
of diluent antigens which ultimately modifies 
its beneficial effects on diseases of the car- 
diovascular system and various other diseases, 
epilepsy, migraine, tropical eosinophillia, 
growth restriction in certain lymphomas, vari- 
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ous types of painful conditions of recent onset 
as myalgias, neuralgias, sciatica, nerve lep- 
rosy, tabes dorsalis, herpes zoster, lumbago, 
osteitis deformans, thrombocytopaenic pur- 
pura and some intractable painful conditions, 
arthralgias, fevers of unknown origin, 
botulism, chorea, haemophilia, black water 
fever, tendency towards cardiac congestive fai- 
lure, pneumonias, leucoderma as stated in 
their reports by Sir Chopra, R.N., Prof. 
Spranglar (1925), Prof. Fitzsimons (1929), Dr. 
Shofa-ul-Imraz, Dr. Sen, H.D; Dr. Madous, 
Dr. Cunningham (1894), Dr. Calmette and as- 
sociates, Dr. Major Gibbons, Prof. Fraser, Dr. 
Chopra, R.N. & Dr. Chowhan (1932), Acton 
& Knowles (1914), Dr. Martin (1897), Dr. 
Lamba & Hanna (1903), Dr. Chopra, R.N. & 
Dr. Iswariah (1931), Welch & Ewing (1894), 
Martin & Smith (1892), Prof. Faust (1910- 
1911), Prof. Mitchel & Reichert (1884), Kella- 
way & Hildon (1932), Macht-Compt (1935, 
1938), McDowel gt al, and Rotterdam & Der- 
nstein. | 


Chemical composition: 


Venom of Indian cobra when fresh is trans- 
parent clear or sometimes straw coloured, bit- 
ter in taste and has a faint sickly odour, alka- 
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_ line, has a specific gravity of 1.058 (apprx) and 
is a mixture of substances as proteins, en- 
zymes, non-glucosides, а neurotoxin, a 
haemolysin, a cholinesterase and mixture of 
phosphates, nucleotidase, cytochrome oxidase 
inhibitors, hyaluronidase, proteolytic enzymes 
and is composed of carbon 45-76%, nitrogen 
14.30%, hydrogen 6.8%, sulphur 2.5%. pro- 
tein (albumin 98%, Globulin 2.0%. while 
venom of Indian viper contains 25% of globu- 
lin and 75% of albumin) besides other non- 
specific pigments, mucous, fatty matters, salts 
(of phosphates, chlorides, calcium. mag- 
nesium and ammonia), alkaloids and saponins. 
Clinical effects of any given dose of venom 
human body depends upon the dose and the 
types of diluent antigens used in its prepara- 
tion. And that though large doses may be let- 
hal, small doses have been extensively used in 
clinical practice. 


Material and method: 


From the year 1981. we have selected 240 
cases of ischaemic heart disease with or with- 
out the history, of recent (upto 8 weeks) 
myocardial infarction and no other complica- 
tion as diabetes mellitus, atherosclerosis. coro- 
nary artery stenosis, aortitis, congenital 
anomalies of coronary artery, arrvthmias, any 
degree of heart failure, hypovolemia. mitral 
regurgitation, ventricular aneurysm, right ven- 
tricular dysfunctions. thromboembolism. 
pericarditis, shoulder hand syndrome and 
Dressler's syndrome, toxaemia of pregnancy, 
out of the total 1100 cases referred to us from 
different hospitals for this trial. 


Out of the 240 cases 80 (33.395) females 
with the age ranging from 39-51 vears and the 
remaining 160 (66.6%) were males, their age 
ranging from 34-53 vears. All cases above the 
age of 55 were not included in this trial for 
safety reasons. Investigations like serial basal 
coronary angiograms, serial exercise MUGA 
tests: 99™ TC radionuclide ventriculography. 
99" TC labelled pyrophosphate, thallium 201 
imaging. serial plasmamvoglobulin levels. 
LDH Тапа 2, serial creatine kinase levels 
(MM. MB & BB)and exercise tolerance tests 
were done and a record maintained for future 
study and comparisons from time to time. 


— MÀ—— 


Mode of Administration: 


(While all the 240 cases were hospitalized). 
BCA (Biological Cardioneurotrophic Anti- 
gen) was injected intramuscularly (IM) to all 
patients, before administration BCA was di- 
luted with the specific diluent antigen sus- 
pended in colloidal solution of leishmania 
parasites and injections were strictly given IM, 
taking care that no blood is drawn into the 
syringe while injecting. First doses (dose 1-3) 
were injected daily on consequitve days, dose 
IV, V were injected on alternate davs at an 
interval of 48 hours. Thereafter the progressive 
doses (doses VI-XX) were injected at intervals 
of 5 days. 


Observations and discussion: 


No improvement in the conditions of the 
patients was recorded after the 5th and the 
lOth dose when the repeated investigations 
were compared with the coptrol records. After 
10th doze there was gradual but significant im- 
provement in these parameters; it went on 
showing improvement till the 20th dose was. 
given after which when the 21-25th doses of 
І10Ми 120Mu 125Mu and 130Mu were given 
the improvement reamined as stationary as it 
was after the 20th (100Mu) dose. The benefi- 
cial effects were most marked in 140 cases: 
(58.376), mild to moderate improvement in 70 
cases (29.1%), 21 cases (8.75%) died during 
the treatment due to cardiac arrest and there 
was no effect on 9 cases (1.00%). During the 
follow up of these cases 29 (1395) cases further 
succumbed to death within 6 months due to 
repeat myocardial infarction in 11 cases and 
cardiac arrest in 18 cases. 


Mode of action: 


Injection of sublethal doses of BCA pro- 
duce a small but persistent rise of blood pres- 
sure in initial stages in men. This rise is not 
due tony stimulant action on the vasopressor 
machanism of the myocardium. Very large 
doses in dogs appear to act directly on the 
heart producing а marked depression of the 
activitv of the myocardium and ultimately 
leading to cardiac arrest. The rise of blood 
pressure appears to be associated with the 
stimulation of vasomotor centre in the medulla 
as this action on blood pressure is not seen in 
deccrebrated animals. The fall of blood pres- 
sure in humans produced by BCA has been 
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attributed to its depressant effect on the vaso- 
motor centre. BCA appears to have no effect 
on the motor endplates in the diaphragm or 
on other respiratory muscles. In clinical trials 
the blood pressure falls with a rise in the vol- 
umes of blood in the spleen and intestines and 
splanchnic blood vessels. 


Action on pain: 


It has got a paralysing action on the nerve 
endings. It is demonstrated that sensibility to 
pain produced by the passage of electric cur- 
rent was markedly reduced when cobra venom 
was injected before hand and that the effect 


was of the same magnitude as was produced. - 


by a similar dose of morphine and that it lasted 
several hours. This action is due to its effect 
on higher centres to abolish pain reflexes, and 
is non-habit forming, does not depress the 
cerebral functjons? but in fact may stimulate 
it a little, widens the field of vision instead of 
eontracting. It is excreted by kidneys so slowly 
that there is a cummulative effect. It does de- 
press the respiratory centre but the margin bet- 
ween the therapeutic and toxic doses is very 
wide, that is why most of the research workers 


have used it as a powerful remedy in intract- 
able painful conditions. It should never be used 
as an emergency form of treatment for painful 
conditions due to its slow onset of action, but 
once elecited it is persistent and is long lasting. 
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Is dementia caused’ by neurosyphilis reversible with treatment? 


Over 90% of patients with neurosyphilis who are treated with adequate doses of 
penicillin are "cured". The demonstration of cure necessitates repeated examinations of 
the cerebrospinal fluid over two years. If neurosyphilis is diagnosed in its early stages 
most patients show considerable clinical improvement and in some instances total reversal 
of symptoms and signs, including early dementia. If the patient presents late, or diagnosis 
and treatment are delayed, there may be no improvement in the clinical picture. It is 
essential that the initial treatment is adequate and the the cerebrospinal fluid is re- 
examined at intervals for two years, as relapses may occur after insufficient early treat- 
ment. Relapses are unlikely if the pleocytosis and raised concentration of protein in the 
cerebrospinal fluid return to r.ormal usually within four to 19 months. The results of the 
Venereal Disease Research Laboratory and fluorescent treponomal antibody tests may 
remain positive. 


e | 
For those patients allergic to penicillin, tetracycline or erythromycin for 30 days are 
adequate alternatives, though the failure rate tends to be higher and careful monitoring 
in such patients is essential--- 


° (BMJ Vol. 298 8 Apr. 89) 
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Erythromycin Therapy 


ERYSAFE 
The Only Erythromycin Base In Enteric Coated Form 


e Superior to conventional erythromycin forms 

© Not destroyed by gastric acid 

e Superior absorption 

е Peak plasma levels even in the presence of food 


ERYSAFE 


The First Among Equals 


е Tonsillo-pharyngitis € Folliculitis 

e Tracheo-bronchitis ө Impetigo 

e Pneumonitis e Furuncles 

e Otitis media * Acne vulgaris 


ERYSAFE 
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Available as ERYSAFE 125 mg/250 mg/500 mg 
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ERYSAFE | | 


The Erythromycin With | 
Superior Dynamics  * 


For further information write to: 
U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400,018. 
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ALTHR OCIN The Most Dependable 


Antibiotic іп U.R.T.I. 


ALTHROCIN 
penetrates deep 

into the tissues and 
provides bactericidal 
concentrations at 

the sites of infections. 
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100 mg 
Chewable Tablets 







Extra-power- parked 
tablets, strong in results TREE, 947097770 convenience and 
where it counts dependability in 


Most widely EXC Vanilla flavoured, only fe 
adult-dose erythromycin erythromycin that can be Paediatric Practice 
chewed 
100 mg/1 mi Granules 
(for a 
Orange flavoured liquid in Only erythromycin 
the right dose and the for precision in 
right quantity dosage for infants 





(Erythromycin Estolate) 


The Most Widely Prescribed Erythromycin in India 


For further details, please write to: 


ө 
ALEMBIC CHEMICAL WORKS СО. LTD., VADODARA 390 003 Alembic 








ANYONE 


EMBARASSMENT IS ONLY 
PART OF THE PROBLEM 


IBS attacks are followed by flatulence, 
abdominal distension, altered bowel and pain. 


% ECOMINT' 


(Peppermint Oil) 
gets right down to where it hurts 


SUMMARY OF PRESCRIBING INFORMATION 

FORMULA: Each enteric-coated soft gelatin capsule of 
ECOMINT' contains 0.2 ті (180 mg) peppermint oil. 

INDICATIONS: 'ECOMINT is indicated for irritable Bowel 
or Spastic Colon Syndrome. CLINICAL INFORMATION: 
The main constituent of 'ECOMINT' is menthol. It acts 
localtyto rglax gastrointestinal smooth muscle and relieve 
gastrointestinal flatulence and colic. DOSAGE & 
ADMINISTRATION: Adults: One capsule orally 3 times a 
day, preferably before meals, but not immediately after 


food. The should not be breken о” Р AT, 
PRESENT. Mie а ina s of 30 cad Е. на ЗЕ іа 


Further informatiop is available on request: A Division of Eskayef Limited 
Post Box No.2, Bangalore-560 049. © Eskayef Limited * Trade Mark 








“А study of total dose infusion (TDI) of iron 
dextran in case of iron deficiency anaemia" 


Chaturvedi T.N., Bisarya B.N., Khanijo S.K. 


Summary 


55 patients of iron deficiency anaemia 28 males and 27 females 
admitted in the Medical wards of G.M.Hospital Rewa have been studied 
to assess the effect of TDI of Iron Dextran complex. 


Patient’s Haemoglobin was 10 gm% or less and in most of them the 
cause of anaemia was hook worm infestation. They were given calculated 
doses of Iron dextran complex by I. V. drip. These patients were followed 
for a period of 6 weeks. Rise in the Haemoglobin level was estimated 
at intervals of 1, 2, 4, and 6 weeks. It was observed that rise in Haemog- 
lobin percent was 1.59, 1.55, 1.31 and 1.48 gm% in Ist, 2nd, 4th and 


6th weeks respectively per week. 


Introduction 


Iron deficiency is the commonest cause of 
anaemia all over the world. Nearly 80 percent 
of cases of anaemia in our country, are due to 
Iron deficiency’ Iron salts have been used in 
Iron deficiency anaemia by physicians since 
the time of Hippocrates. Since ages oral Iron 
has been providing satisfactory treatment but 
it had to be continued for several months even 
after haemoglobin had been restored to nor- 
mal.? In busy hospitals these anaemic patients 
cause serious bed problem because of their 
long stay in the hospital. Massive Iron therapy 
with TDI has improved haemoglobin level in 
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a very short time as well as minimised convale- 
scence and stay in the hospital." 


In the present study an attempt has been 
made to assess the role of I.V. Iron Dextran 
TDI in patients of Iron deficiency anaemia. 


Material and method 


55 cases of Iron deficiency anaemia of dif- 
ferent age groups belonging to either sex with 
a haemoglobin of lesss than 10 gm?6 admitted 
to the medical wards of G.M. Hospital Rewa 
were selected for this study after excluding 
other major causes of anaemia like malnutri- 
tion, vitamin deficiency, chronic illnesses, 
anaemia due to acute blood loss, hepatic and 
allergic disorders. 


After a detailed clinical history and physi- 
cal examination, investigations like total RBC 
count, haemoglobin estimation, ESR, 
peripheral blood smear study, reticulocyte 
count, MCV, MCH, MCHC, urine and stool 
examination, serum Iron and serum total iron 
binding capacity were done, method for T.D.I. 
of Iron dextran was taken from (Clinical. 
Haematology in medical practice 1975 IVth 
edition’. ) 
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Results 


Table No. 1 


Showing age and sex incidence in cases of iron deficiency anaemia. 


Agegroupin years Male 


Less than 20 2 3.64 
21-30 4 752,1, 
31-40 8 14,54 
41-50 3 5.45 
51-60 9 16.36 
61 and above 2 3.64 


percent(%) Females percent (96) 


Total Percent (96) 
5.45 5 9.09 
14.55 12 21.82 
14.55 16 29.09 
1504 7 12.72 
7.27 13 23.64 
2 3.64 
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Total: 28 50.90 


27 


49.09 100 
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Table No. 2 


Showing initial haemoglobin value in patients 
of iron deficiency anaemia. 





S. No. Hb. ingm^*5 Total No. ofPercent (% ) 





patient 
l. 2-3 17 30.91 
2. 3.1-4 10 18.18 
З. 4.1-5 7 12.73 
4. 5.1-6 5 9.09 
5, 6.1-7 9 16.36 
6. 7.1-8 4 7.27 
7. 8.1-9 3 5.46 





Table No.3 


Showing Iron dextran requirements in case of 


Iron deficiency anaemia. 
ААЬАН 


Dose of TDI in ml. 
10-20 21-30 31-40 41-50 51-60 
No. of 13 28 2 
patients ° 


o 


Discussion 


Anaemia has been one of the most preva- 
lent diseases affecting human beings all over 
the world. In developing countries like India 


incidence of anaemia is still higher because of 
high incidence of infection, parasitic infesta- 
tion and malnutrition. 
* 
Showing response to TDI of Iron Dextran 
complex in cases of Iron deficiency anaemia. 








Weeks Мо. оЁсаѕеѕ Average Hb.% rise in 
followed up gm% per week 
Ist 52 1.59 
2nd 52 1.55 
4th 52 1.31 
6th l6 1.48 





Common causes of anaemia seen in present 
series were hook worm infestation (38.18%), 
bleeding piles (32.73%) and poor nutrition in 
(27.2776) cases. Other etiological factors in- 
cluded menorrhagia in (1.82%) cases. 


Out of 55 cases, 52 were followed up for 
a period of 6 Weeks after the TDI. In the Ist 
week 38 cases (73.07%) showed a rise of Hb. 
between 1.1 to 2 gm% whereas a rise of 2.1 
to 3 gm% was seen in 12% of cases. 16% of 
cases showed a rise of 0.5 to 1 gm% in their 
haemoglobin levels. The mean Ні» rise in the 
Ist week was 1.59 gm%. The observations of 
this study are to a great extent in confirmity 
with those of others?. However, other workers 
have reported a ћеап Hb. rise varying from 
| to2.4 mg% in the Ist week after TDP". 
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In IInd week following TDI 59.61% of 
cases showed а Hb. rise between 1.1 to 2 gm%. 
Only one case (276) showed a rise between 
0.5 to 1 gm%. The average rise in Hb. level 
was 1.55 gm% in the IInd week. Various work- 
ers have reported an average rise in Hb.% 
varying from 0.7 to 1.4 gm%.5 6°10 


In the IVth week 41 cases (78.85% ) showed 
а rise in Hb. level varying from 1.4. to 2 gm ^6. 
Only two cases (3.58%) showed a rise of 0.5 
to 1.0 gm% while 8 cases (15.38%) showed a 
rise of 2.1 to 2.5 gm%. The average rise in 
the Hb. levels in the 4th week after TDI was 
1.31 gm%. These observations are consistent 
with those of other workers.?:9? 


At the end of 6th week only 16 cases re- 
ported for follow up and an average rise of 
1.48 gm% was observed in these cases. Other 
workers’! have reported an average rise in 
Hb. level varying from 1 to 2.55 gm% 6 week 
after T.D.I. 


T.D.I. of Iron dextran complex in our study 
showed a rapid restoration of Hb. in majority 
of patients. These observations are in confor- 
mity with the Ist study on TDI in Iron defi- 
ciency anaemia conducted іп 1865.!! TDI was 
given in doses upto a maximum of 3000 mg 
(50 ml) in a study of 37 patients of iron defi- 
ciency anaemia the doses of TDI varied bet- 
ween 20 to 58 ml. with an average of 30.8 ml. 
A report on a series of 142 cases of iron defi- 
ciency anaemia showed that the TDI of iron 
dextran complex ranged between 20 to 60 ml. 


25 patients (45.4576) taken up for this study 
did not have any untoward reactions with 
either the test dose or the full dose of TDI. 
However, 30 cases (54.5495) has some of the 
following reactions. Generalised arthralgia 
was seen in 19 cases (34.5476) followed by 
thrombophlebitis which was seen in 16 cases 
(29.09%). It was observed that throm- 
bophlebitis was more common in the cases 
where 5% dfxtrose solution was used as di- 
luent in comparison to normal saline where no 
thrombophlebitis was seen. This finding is con- 
sistent with that of others''. Fever, nausea, 
vomiting, headache and palpitation were the 
other side effects encountered during the ad- 
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ministration of TDI. Other minor reactions 
included chest pain, diarrhoea, back ache and 
swelling of lips. 


Incidence of toxic reaction in comparison 
with other series. 


Author Year Toxic effect 
Basu, et al. 1965 Moderate to severe 3% 
Dawson et al. 1965 33% all type 
Lane (53) 1964 33% all type 
Vardeetal.(307) 1964 3% 
Pathak (70) 1966 4,5% 
Elhenceetal.(30) 1965 7% 
KadarNathetal. 1967 12% 
Present series (55) 1988 54.55% all type 


Two cases died on 5th day after TDI with- 
out developing any serious side effects except 
mild pyrexia. It is very difficult to say that 
these patients died as a sequelae of TDI. They 
might have died of underlying disease itself. 
One case developed severe side reaction with 
the test dose itself and hence TDI was not 
given. Therefore these cases were not taken 
up for follow up study. 


In conclusion it can be said that total dose 
infusion of Iron dextran complex is a suitable 
alternative to oral iron therapy and treatment 
takes only a few hours. It is complete not only 
for restoring haemoglobin but also for re- 
plenishing the stores of Iron, patient need not 
be hospitalised for more than a day or two. It 
is a very useful treatment for patients coming 
from distant rural areas who may not be able 
to take oral therapy regularly and cannot come 
for check up at frequent intervals. 
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Carney's Trias 
е 
Carney s triad-gastric leiomyosarcoma, pulmonary chondroma, and extra-adrenal 
paraganglioma-is a syndrome that occurs primarily in young women. To date, 28 patients 
with at least two of these individually unusual or rare neoplasms have been described. 


The clinically important features of this unusual syndrome include (1) the multicentricity 
of both the paragangliomas and the epithelioid leiomyosarcomas, (2) the often indolent 
progression of metastatic leiomyosarcoma, (3) the potential for late recurrences, and (4) 
the importance of distinguishing intra-adrenal from periadrenal cate-cholamine-producing 
tumors (paragangliomas). Localization of paragangliomas is facilitated by two relatiavely 
new techniques: metaiodobenzylquanidine scanning (a scintigraphic technique with high 
specificity for catecholamine-producing tumors) and two dimensional echocerdiography 
(which can noninvasively localize and demonstrate the anatomic relationships of aor- 
ticopulmonary paragangliomas.) In patients with this syndrome, new or recurrent tumors 
frequently manifest after unusually long asymptomatic intervals. Rigorous long-term screen- 
ing of these patients should not only lead to early recognition and resection and of 
recurrent or new tumours but also enhance our understanding of this intriguing syndrome. 


(Mayo Clinic Proceedings Vol.63 May 1988) 


* * * * * * 

Currently the United States has 600 magnetic resonance imaging devices, compared 
with only 100 for the whole of Europe. But then think of India, where for the four teaching 
hospitals in Bombay there is only one outdated headscanning unit (through the large 
private hospitals they have the latest body scanner.) The charges for a simmple illness 
will now cost on Indio patient even in a public charity hospital in India the equivalent 


of a month's salary. 
(BMJ. Vol. 997 December 1988). 
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Horlicks 


Now specially fortified with extra calcium 
OO а. 


Horlicks, the easily digestible health food drink full of nourishing 
goodness, is now reinforced and enriched with extra calcium, which is 
essential for the healthy development and maintenance of the body. 


GROWING CHILDREN 


Calcium is essential for the 
formation and maintenance of 
good teeth and bones. Two drinks 
of calcium-enriched адай 
Horlicks in milk provide Ж 
the requisite RDA of 


THE SICK AND THE 
CONVALESCENT 


Calcium-fortified Horlicks is 
partially pre-digested, making ıt 
the ideal nutritive intake for the 
sick and the convalescent who 
need immediate,.easily 


























calcium for the absorbable 
additional requirements = _ nourishment. 
of growing children, especially the Horlicks 


rapid growth of adolescents. 
Consumption of calcium-fortified 
Horlicks, along with regular 
physical activity, will also help to 
minimise the calcium.loss that 
occurs later in life, that can 
eventually lead to osteoporosis. 


DURING PREGNANCY 


AND LACTATION 
Expecting and THE AGED 


breast-feeding Calcium-enriched Horlicks is of 
Б>, Mothers need ^ special importance to elderly 


УА to supplement people to help prevent 
V^ their diets osteomalacia and there is 


enriched with 
extra 
calcium : 


is ideal ` 
for patents \ Ne 
with gastro- 


intestinal disorders and those on 
fat-restricted or high-calorie diets. 
It can also provide the necessary 
carbohydrates for diabetics. 
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БИШЕ ensure 
[hat the baby receives adequate 
amounts of calcium. Inadequate 
calcium can result in weak bones 
and retarded growth of the infant. 
Two drinks of calcium- 
enriched Horlicks in cows’ 
milk provide 7896 of the 


calcium RDA requirement. WITH EXTRA СА! 
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Horlicks 


osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


NEUROMUSCULAR 


ACTIVITY 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct 
functioning of muscles. 


HORLICKS — AN 
EFFECTIVE MEDIUM 


Horlicks contains lactose which 
promotes the absorption and 
retention of calcium, making it an 
effective medium for calcium 
intake 
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Don't give | 
serious infections 
a second chance 








Omnatax 


Active ingredient: Cefotaxime 


The new generation parenteral 
antibiotic from Hoechst 


Prescribing Information | | 
Composition: ^ 9 Omnatax contains 1.048 g cefotaxime sodium equivalent to 1 9 cefotaxime and 
2.09 mmol sodium/g. Indications: Infections of the respiratory tract. Infections of the kidneys, | 
urinary tract and reproductive organs, including gonorrhoea septicaemia, endocarditis, meningitis. 
Infections of bones, joint, soft tissues and skin. Abdominal infections. Infections of ears, nose and 
throat. infected burns and wounds. Infections in gynaecology and obstetrics. For treatment or 
prophylaxis of infections in patients with reduced resistance (dose and number of injections 
depend on the clinical picture and the local resistance situation). Contra-Indications: Known allergy 
to cephalosporins. Precautions: Cephalosorin antibiotics may usually be given to patients — 
hypersensitive to peniciilins, although cross reactions have been reported. Special care is indicated 
in patients who have had an anaphylactic response to penicillin. In severe renal failure (GFR < 5 
mi/min = serum creatinine approx. 751 pmol/ 1) the dose 15 simply halved. Dosage | 
Recommendations: Premature babies and newborns: 50 mg/kg/day in 2 doses. Infants & children: 
50-100 mg/kg/day in 2 doses; maximum: 200 mg/kg/day іп 3-4 doses; adults & juveniles: standard 
2 х 1(—2) g/day, maximum: 12 g/day in 5-4 doses. In gonorrhoea, one single injection of 0.5 
(—1) g i.m. for males & females. Side-effects: As with all cephalosporins, allergic symptoms such 
as skin ractions, eosinophilia, drug fever, anaphylaxis, transient leukopenia may be observed. Also 
transient rise of SGOT and SGPT, seldom diarrhoea. In case of severe and persistent diarrhoea 
pseudomembraneous colitis should be excluded. Measures: discontinuaton of Omnatax, treatment 
with vancomycin, no peristalsis- inhibiting drugs, Interactions: Direct Coombs' test may be 
positive. False-positive urinary glucose with non-enzymatic methods. Special notes: Storage: 
Protect from light and temperatures above 25°C. Discard expired vials. Use only the water 

for injection provided wifh vials. 


Further information available or request 


Hoechst India Limited 
Hoechst House, 
Nariman Point, Bombay 400 021 


e Efficient e Simple 
e Well tolerated 
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REACHING nearly 
20times higher than 
the world's highest peak 
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Cyproheptadine, Lysine & 
Sorbitol Combination 
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Till date more than few lacs phials of CYAPTIN has been 
sold on prescription. Those phials arranged in a line 

by placing one on the other result into a height nearly 
20times more than Mount Everest — 29,028 feets. 


Quite like the Mount Everest, CYAPTIN needs no introduction. 
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Hypotensive effect of metoclopramide 


Gupta R.K., Kulshrestha V.K., Sharma M.L. 


Abstract 


Effect of metoclopramide (10 mg oral) was studied in healthy human 
volunteers after single dose treatment. It was observed that metoclop- 
ramide produced significant fall in systolic and diastolic blood pressures 
after one hour of drug treatment in supine as weli as standing postures. 
In view of hypotensive effect, metoclopramide is being investigated for 
possible drugs interactions with antihypertensive agents. 


Introduction 


Metoclopramide (2 - methoxy - 5 chlorop- 
rocainamide) is a newer antiemetic and 
claimed to be a safer drug (Pinder et al., 1976). 
Besides being used as an antiemetic it is also 
used in a few functienal and organic gastroin- 
testinal disorders and for radiological identifi- 
cation of small intestinal lesions (Kreel, 1973; 
Schulze - Delriue, 1979). 


While doing work on analgesic and tran- 
quillising activity of metoclopramide, we ob- 
served that it also produced fall in blood pres- 
sure which was most probably due to direct 
depressant action on heart and vasodilatation 
(Gupta et al., 1985). Therefore, it was found 
interesting to study the hypotensive action of 
metoclopramide in healthy human volunteers 
as the reports on cardiovascular parameters 
are scanty particularly in human subjects. 


Material and methods 


The adult healthy human volunteers irres- 
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pective of sex in the age group of 20-3) years, 
weighing between 50-60 Kg were randomly di- 
vided into two groups of 15 each. The placebo 
or metoclopramide, indentical in all respects 
to avoid differentiation was administered as 
capsules (10 mg) to each group. The volunteers 
were advised to observe overnight fasting and 
to report on the next day at 8.00 A.M. without 
tea and breakfast. They were allowed to rest 
comfortably for half an hour. 


The blood pressure was recorded by sphyg- 
momanometer (Make - Doctor, Made in 
Japan) before and half an hour, | hour and 2 
hour after drug administration. Both systolic 
and diastolic blood pressures were recorded 
in supine and standing postures. Simultaneous 
lead II of ECG was also recorded to observe 
any concomitant disturbance in heart rhythm. 
Throughout the study double blind method 
was followed. 


The data obtained in this study was 
analysed statistically using paired "t" test. 


Results 


The results are summarised in Table I. The 


mean basal pretrial blood pressure of healthy - 


human volunteers selected for this study was 
123.3 mm of Hg*systolic and 79.8 mm of Hg 
diastolic in supine and 121.3 mm of Hg systolic 
and 77.4 mm of Hg of diastolic in standing 
postures. 


Metoclopramide produced significant (р 
« 0.01) fall in systolic (110.5 + 3.2 in supine 
and 108.2 + in standing postures) as well as 
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Table - I 


Effect of metoclopramide and placebo in healthy human volunteers. 





Mean blood pressure (mm of Hg) 


Drug Dose 
(No.of (тр) Control 1/2 hour ] hour 2 hour 
subjects) Р.О. 
Sup. Stand. Sup. Stand. Sup. Stand. Sup. Stand. 
Placebo 10Systolic 123.3 1213 119.5 117.8 1210 1200 1200 118.0 
(15) $30. 7:26 +39 %28 £35 ЖЭС 1 NM 
кше 70.8: 714.. 767 71. 81:1 ~ 993. 9 ИШ 
ЖТ ЖЕК +16 ОБУ L3.0£608 pU LM 
Metoclop- 10Systolic 122.8 120.5 1225 119.5 110.5" 10827 112.8 111.9 
ramide (15) £45 £345 #51 255530. E 
Dic 118. 75/7 73 758 .7535 8 "O38 52M 
298 332 t35,x320,.423 Эл Ы 
Sup. - Supine Stand. — Standing * P«0.05 ** P«0.01 


diastolic (73.5+2.3 in supine and 72.9+3.8 іп 
standing postures) blood pressure one hour 
after drug treatment. The complete recovery 


was not obtained even after 2 hour. No changes 
were observed in ECG. 


Discussion 


The present study reveals that metoclop- 
ramide produced fall in blood pressure in adult 
healthy human volunteers. This is also sup- 
ported by study in animals where definite fall 
in blood pressure was observed in rats after 
oral as well as intravenous administration of 
metoclopramide (Day, 1975; Gupta et al., 
1985). Thorburn and Sowton (1973) reported 
no significant changes in blood pressure and 
cardiac output with meteclopramide (20 mg 
I. V.) in patients undergoing cardiac catheteri- 
zation. Their results are contrary to our results. 
This discrepancy might be explained on the 
basis of different human experimental models 
in the two studies. Further. Hay (1977) re- 
ported increased quantity of acetylcholine re- 
lease at post ganglionic cholinergic nerve end- 
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ings which might have contributed depressor 
response induced Ву metoclopramide. 
Hypotensive as well as depressant action of 
metoclopramide was not blocked by atropine 
in our study (Gupta et al., 1985). This indicates 
that fall in blood pressure is not related to 
liberation of acetylcholine at postganglionic 
cholinergic nerve endings. These findings 
suggest that fall in blood pressure probably 
was due to vasodilatation and depression of 
rate and force of contraction of heart. 


It is, therefore, inferred that metoclop- 
ramide might produce fall in blood pressure 
as a side effeet when it is used for other clinical 
conditions. It is also suggested that caution 
should be exercised in a hypertensive patient 
who is on antihypertensive therapy as meto- 
clopramide might potentiate the action of an- 
tihypertensive drug. * 
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An apple a day keeps cholesterol ot bay: 


A team of French researchers claim that apples can reduce blood cholesterol levels 
by up to 14%. Experiments on humans by the French researchers found a 14% reduction 
in cholesterol levels in nearly 80% of a group of people aged 26-65 who ate two or 
three apples a day. 


According to the researchers, the pectin content of the apple is one of the factors 
responsible for its cholesterol lowering effect. 


Pectin lowers the cholesterol level and reduces the absorption of fat, as well as the 
quantity of low density lipoprotein cholesterol in circulation. 


The mount of pectin that must be consumed regularly to achieve this cholesterol 
lowering effect is in the region of 10 g which is the equivalent of nearly 2 kg of apples 
per day. Since no one could be expected to eat so many apples, the effect of pectin 
does not completely explain the effect of apples. 


The researchers believe that the vitamin C, fructose and magnesium content of apples 
could be the missing link. It therefore becomes apparent that the entire apple has a 
more powerful effect than each of its components and some doctors now advovate that 
apples are advantageous in a cholesterol reducing diet. 


(SANU Voll.75 6,Моу.89) 


* * * * * * 


Plaques of psoriasis which ore red, hot or inflammed are described as unstable 
psoriasis. Such areas will not tolerate tar or dithranol but need to be cooled with o bland 
application. A suitable preparation consists of 176 icthammol, 15% zinc oxide to 100% 
‘in yellow soft paraffin (later referred to as 1% icthammol paste). If the skin is very 
inflamed, 2% aqueous eosin is very soothing when oplied pridr to the icthammol paste 
but its bright red colour limits its use. Steroid creams or ointments can be of use in this 
situati8n though problems may occur when they are withdrawn. 


(The Practitioner July.88 Vol.232) 
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E 6. Schulze-Delrieu. K. (1979). The metoclopramide. Gastro- 
of metoclopramide on guinea-pig isolated stomach. Gas- enterology Vol 12 pp 768-779. 
troenterology Vol 72 pp 864-869. ; 
7. Thorburn. C.W. and Sowton. E (1973). The haemodynamic 
< Kreel. L.C. (1973). The use of metoclopramide in radio- effects of metoclopramide. Postgrad Med J 49 (Suppl. 4) pp 
logv.Postgrad Med J 49 (Suppl. 4) pp 42-4. 22-26. 
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Lattice degeneration associated with day 
blindness and mild mitral stenosis - A case report - 


Srinivas C., Viswanath K., 


Abstract 


A young 20 year old male with lattice degeneration along with mild 
mitral stenosis is reported in this article. It is a rare entity, retinal 
disorders are common in vascular, neurological and in systemic disorders 
but not in mitral stenosis. The same is reported with investigations. 


Introduction 


Palisade (Lattice) degeneration is com- 
monly seen in fourth or fifth decades. It is a 
bilateral condition which probably represents 
the sclerotic occlusion of the retinal vessels! 
and there may be small circular areas of retinal 
thinning”. Retinal disorders and pigmentary 
degenerations are clinically recognised in con- 
junction with such diseases as syphilis, hyper- 
tension, diabetes, hereditary, ocular trauma, 
inflammatry and vascula disorders*(Ophthal- 
mic artery occulusion). But there is no such 
mention of lattice degeneration in conjunction 
with mitral stenosis. However, the lattice reti- 
nal degeneration with valvular diseases (Mitral 
Stenosis) of the heart is unusual. We report 
herewith a case of lattice degeneration with mit- 
ral stenosis and day blindness in a young male. 


Case Report 


A 20 year old moderate by nourished 
male presented on 23.5.85 with loss of gradual 
visual acuity since 3 years. His visual acuity 
was 6/60 in both eyes with no further improve- 
ment. A dull Foveal lasion had been noted on 
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fundus examination, and he was subjected to fur- 
ther evaluation. The pupils were equal, round 
and reactive to light. Extra ocular movements 
were intact. The anterior segments were nor- 
mal and there were no lens opacities. On 
Ophthalmoscopy, except slight macular dull- 
ness, nothing was abnormal. Extreme peri- 
phery of the retina could not been seen. 


Colour vision was normal, indirect ophthal- 
moscope revealed lattice degeneration in the 
temporal quadrnat of the both eyes (Fig. 1). 
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Lattice. Degenaration of both eyes 






Fig. 1 


Indirect Ophthalmoscopy of Fundus 
(Schematic) Showing Lattice Degeneration of 
the Retina Temporal Quadrants of both eyes. 


Fields of vision Were normal. (Fig 2). Electro 
Retinography showed the normal limits (Fig. 
3). Case further investigated to perform 
prophylactic cryoplexy. 


The patient's main complaint was day- 
blindness and since this does not occur as a 
separate entity we thought he may be malinger- 
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ing and subjected him to psychological and 
neurological tests and they were found to be 
normal. X-ray skull and C.T. Scanning were 
also normal. Complete blood picture and urine 
examination меге normal. Erythrocyte 


sedimentation rate 11 m.m. first hour. VDRL 
was non-reactive. Parents of the patient, 
brothers and sisters were studied and were 
found to be normal in all respects. 
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Showing the Normal Visual Fields of both eyes. 


On 10.6.85 the patient. underwent 
prophylactic cryo-plexy and prescribed cor- 
tisone for 9. days along with ACTH for 8 days 
in a tapering dose. B,, B, B,>, vitamins were 
also given for 15 days. 


Visual acuity on 8.10.85 was 6/36 and 
examined under TOPCON Refractometry and 
given the prescription of -0.75 Dsph, corrected 
his best visual acuity to 6/24. Patient was happy 
and was asked to wear blue shade to filter the 
ultra violet rays and glare. 


The patient again visited us on 20.12.86 
with day blindness along with mild joint pains 
with dyspnoea. The visual acuity was the same. 
Then case was referred to Cardiology unit. 
Parasternal presystolic murmur, X-ray chest 


and E.C.G. reports suggestive of mild mitral 
stenosis with Rheumatic involvement. 
Echocardiogram (10791) showed mitral valve 
thick leaflets, mild S.V. thickening with 1.5 
cm of valve area, no calcium, no significant 
fusion with 2 papillary muscles which were in 
favour of mild mitral stenosis with 
Rheumatism, not requiring surgical interven- 
tion. 


Fig. 3 


Showing the Normal Electro-Retinographs of 
the Both Eyes. 


Comments: 


Lattice degeneration, day blindness and 
mitral stenosis are rare anomalies in one case. 
Palisade (Lattice) degeneration is a bilateral | 
condition commonly seen in fourth or fifth de- 
cade. Lawrence* reported a case of 10 months 
baby. Lattice degeneration is characterised 
probably by sclerotic occlusion of the fine re- 
tinal vessels! >. Day blindness is another rare 
complaint commonly not seen in Lattice de- 
generation, as such it is a congenital disorder 
transmitted as a recessive trait. Mitral stenosis 


————M——  —————— Áo 
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is a valvular disease caused by Rheumatic 
fever. It may present in any degree from mild 
to severe. In this case, it was observed that 
mitral involvement is mild. Rheumatism is a 
connective tissue autoimmuno disorder, which 
reflects its effects on various ocular structures 
like scleritis, inidocyclitis, retinal vasculitis® 
and multiple sclerosis and many others are well 
documented but there is no available docu- 
ment of its effect on retinal lattice causing de- 
generation. 


Many other retinal disorders like central 
retinal vein occlusion® (CRVO). Ocular neo- 
vascularization with retinal vascular occlusion” 
are reported in hypertension, diabetes, athero 
sclerotic and in cardiovascular disorders!?-!!. 
Coats? described a case of mitral stenosis with 
CRVO. But lattice degeneration is not men- 
tioned in valvular diseases. 


Some retinal degenerations are likely to be 
due syphilis etc, but VDRL was negative in 
this case. The lattice degeneration is probably 
sclerotic occlusion of the retinal vessels and 
thinning of the retinal vessels! ?. Whereas mit- 
ral stenosis is rheumatic in origin, where the 
valves thickened and sclerosed due to chronic 
venous congestion. Liver and lungs may be 
affected but never a remote structure like the 
retina. Probably the retinal degeneration and 
mitral stenosis are separate entities present in 
the same patient. 
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Surfer's Eor is a popular term for exostoses of the eor camal....The bumps ore the 
result of repeated outer-ear infections...It the bumps become too large, they can block 
the eas canal and interfere with hearing. When this happens, surgery is required...The 
best treatment is prevention - avoid the use of cotton swabs and use ear drops to ary 


out the ears after swimming or showering. 


(Hawaii Med.J. Vol.47 - No.6 - June 1988) 
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Essential fructosuria - misdiagnosed as diabetes 
mellitus - (Report of three cases) 


Kodliwadmath M.V., Nagalotimath S.J., 


Introduction: 


Fructosuria means passing of fructose in the urine. Simple tests for 
reducing substances give positive results for fructose. Thus there is a 
possibility of wrong labelling of these cases as diabetics. The purpose 
of this report is to record three cases from a single family which were 
mis-diagnosed as uncontrolled diabetics. 


Case report - No.1 


(a) Mr. Rafiq aged 18 yrs. active, healthy 
male, went to his family doctor to get his urine 
examined for sugar. Benedict's test gave brick 
red precipitation. Two brothers of the patient 
(one elder-case No ® and other younger-case 
No.3) were already diagnosed as severe and 
uncotrolled diabetics. They were on high doses 
of insulin. They had no classical symptoms of 
diabetes. Family doctor advised insulin and 
sent, the patient (Rafiq) to get admitted in a 
hospital and get a complete check up. Repeat 
examination of urine in the hospital laboratory 
confirmed brick red precipitation with Be- 
nedict reagent. Post prandial blood sugar was 
140 mg.% (By alkaline copper reducing 
method). Doubt was cast on the blood sugar 
report as urine was showing brick red precipi- 
tation. However, patient was put on 20 units 
of insulin (long acting). Blood sugar was re- 
duced to 42 mg.%, but the urine continued to 
show brick red precipitation. Though the sugar 
level was only 42 mg. % patient was hale and 
healthy. No signs of hypoglycaemia were pre- 
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sent. This created still more confusion. There 
was no correlation between reducing sub- 
stances in urine and blood sugar level. АП 
other tests like, urea, cholesterol and liver 
function tests were normal. The first author 
of the article suspected it as a case of essential 
Fructosuria and the following tests were car- 
ried out- 


1. True glucose estimation by 0 - toluidine 
method - it was found normal (68 mg. 96) 
- Fasting level. 


2. Urine sugar was examined for fructose. 


a) Selivanoff's test - positive. 


b) By strip test (clinistix)' - Negative (Glu- 
cose absent.) Strip consists of glucose 
oxidase, 0 toluidine and peroxidase) 
positive for glucose only. 


3. Liver function tests - 


a) Total protein and A : G ratio. 
b) Bilirubin. 
с) SGP 


d) Alkaline phosphatase were normal. 
e 
Liver function tests were done to rule out 
secondary fructosuria: The case was confirmed 
as one of the essential fructosuria. 


Then it was decided to re-investigate the 
other family members diagnosed as uncontrol- 
led diabetics. 
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Case - 2:- 


Mr. Razak aged 24 yrs. business man under 
treatment for diabetes for the last 6 yrs. (Elder 
brother of case No. 1) He was under treatment 
as uncontrolled diabetic for last 6 yrs. 


1. Fasting blood glucose - 88 mg. % 


2. Urine sugar (Benedict's test) - Brick red 
precipitation. 


3. Post prandial blood glucose - 152 mg. % 
4. Test for fructose - positive. 
5. Liver function tests - Normal. 


Case - 3:- 


Mr. Babu, age - 16 yrs. business-man under 
treatment of diabetes. (Younger brother of 
case No. 1) This patient was also being treated 
as a case of uncontrolled diabetes for last 2 yrs. 


1. Fasting blood glucose - 92 mg. % 


2. Fasting Urine sugar - brick red precipitat- 
ion. Postprandial blood glucose - 146 mg. % 
Postprandial urine sugar - Brick red pre- 
cipitation. 

3. Postprandial urine by clinistix - Glucose 
absent. 


4. Test for fructose - positive. 
5. Liver function tests - Normal. 


Discussion: 


Presence of fructose in urine is called "fruc- 
tosuria". Fructóse is also a reducing sugar like 
glucose. Benedict’s qualitative test can not dif- 
ferentiate between fructose and glucose. In 
those instances where Benedict's test is used 
as a guideline to detect the diabetes; there is 
a possiblity of mis-diagnosing fructosuria as 
diabetes. 


There are two types of fructosuria. One is 
called essential fructosuria in which there is 
congenital deficiency of fruttokinase. As a re- 
sult the fructose is not metabolised and its 
blood level increases. Kidney tubules have 
very low threshold for fructose (11 mg. %) so 
the fructose is excreted in urine. The essential 
fructosuria is harmless and asymptomatic con- 
dition. This is a hereditary disorder with reces- 


sive type. 
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The second type fo fructosuria is called se- 
condary fructosuria. This results whenever the 
liver is grossly damaged and the patient will 
be in critical state. The present cases are of 
essential type. 


In the first case blood sugar level was only 
42 mg. %, after giving insulin. But the patient 
had no signs off hypoglycaemia?. This made 
us to suspect the case as essential fructosuria. 
Fructose was detected in the urine. Clinistix 
examination confirmed absence of glucose. 
Secondary fructosuria was ruled out by liver 
function test. Incidences of fructosuria is 1 in 
40,000 of mellituria or 1 in 1,30,000 general 
population. 


All the three cases were diagnosed as essen- 
tial fructosuria by doing simple tests. More 
sensitive tests like paper chromatography for 
urine sugar and enzyme assay can be done. 


The metabolism of fructose is quite in- 
teresting. Fructose is consumed in the form of 
sucrose (common sugar) most abundantly. It 
is also present in fruits, honey, syrups, jams 
and sweet potato which are also used daily or 
occasionally. The absence of fructokinase 
leads to this disorder^. Essential fructosure^ ` 
is a rare entity. Hence these three cases an 
put on record. 
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Thyroid cyst x 


Saxena O.P., Udaya Shankar, Rao A.R.K., Das K.H.H., Asha Arnold, 


Summary 


Thyroid cysts usually arise as a consequence of extensive haemor- 
rhage or of infarction and liquefaction in a pre-existing follicular nodule 
or adenoma. Rare cases my be of developmental origin (Iam Aird)’ 


Key Words: 
Thyorid cyst, Thyroid nodule, Adenoma. 


Introduction 


Solitary thyroid nodule is defined as a dis- 
crete palpable mass in a gland that otherwise 
is clinically normal. It poses a common prob- 
lem in thyroid' disease. In the Framingham pro- 
ject, involving an area of the United States 
where levels of Iodide are relatively high a 
solitary thyroid nodule was discovered in 3 per- 
cent of the population studied over a five vear 
period, whereas the corresponding figure for 
multiple nodules was 1 percent (Vandor C" etal 
1954). Majority of thvroid nodules are benign. 
Regardless of age, however, the risk in men 
is 26 percent higher than in women (9 percent). 
Ап interesting and rare case of a huge thyroid 
cyst is presented here. (Psararas et al 1972) 


Case report 


A 17 year female complained of neck swel- 
ling for last 10 years which was of lemon size. 
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For the last 2 years it started increasing in size 
and reached to the present size. It measured 
14 "x14"x19" on right side of neck. Consis- 
tency of swelling was firm to cystic. Fluctuation 





could be elicited. It did not move with deglu- 
tition or on protruding the tongue Underlying 
structures were not fixed. Pulsation were ab- 
sent. No bruit was audible on ascultation. X- 
ray neck and chest were showing soft tissue 
shadow with right side retrosternal extension 
of the swelling. Te T, & TSH levels were nor- 
mal. A diagnosis of thyroid cyst was made. 
Swelling was operated by collar incision for 
standard subtotal thyroidectomy and cyst 
enucleated and it measured 16*x16" weighing 
2500 gms. After enucleation right side thyroid 
was seen to be enlarged and so right lobectomy 
was done. Two cystic masses, one measuring 


8х5х3сп dark grayish white, with thickened 


walls and containing necrotic material, and 
second measuring 5 x 3 x 2 cm. dark red in 
appearance, with multiloculation were seen. 
Wound was closed in layers. Post operative 
period was uneventful. Patient discharged 
after removal of stitches. 
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Discussion 


Thyroid cyst usually arises as a consequ- 
ence of extensive haemorrhage or of infarction 
and liquefaction in a pre-existing follicular 
nodule or adenoma. Rare cases may be of de- 
velopmental origin (Brownetel, H). Out of 204 
cases reported for solitary nodules, by various 
workers 52 меге having cystic lesions 
(Schusing 1935?). The commonest cyst is of 
degenerative type due to liquefaction of a solid 
adenoma. The walls of the cyst are usually 
thin, and their inner surface smooth. In most 
cases, patches of adenomatous tissue may be 
found in the wall. If the cyst is large its surface 
mav have tvpical blue appearance which is 
characteristic of large cvsts in any situation. 
The contents of the cysts may be watery, or 
gelatinous or haemorrhagic and cholesterol 
crvstals are often present? In some cases the 
walls of the cvst are calcified. Retention cysts 
are rather similar in appearance and are due 
to the fusion of colloid distended follicles. 
Their content is usually watery and there may 
be papilary projections from their walls. 


Acknowledgement 


| am thankful to Dr. Y.S. Parihar, CMO, 
SECL & Mr. A.R. Sharma for permitting the 
use of hospital records and Shri B. Prasad for 
secretarial help. 


References 


|. lan Aird - A companion in surgical studies Second Edition 
1957: P. 456. 


2. Vander J.B. et al, Significance of Solitary Nontoxic Thyroid 
nodules, 1954. New England Journal of Medicine 251. 
970 - 973. 


3. Psarrasa. et al: The Single thyroid nodule 1972. British 
Journal of Surgery 59: 545 - 648 
е 
4. C. L. Brown: The solitary thyroid nodule. Recent advances in 
histopathologv No. 11 P. 203 - 205 


5. Schlestnger MJ. et d: Studies in nodular goitre. Incidence 
of Thyroid nodules in routine necropsies in a non-goitrous 
region. 1938: JAMA 110: 1638 - 1641. 


MARCH 790 









The time-tested direct- 
acting muscle relaxant 





® A 
О LA The complete 
anti-allergic that 
eliminates the allergen, the 
root cause of allergy and 
also rapidly controls the symptoms of allergy. 


For gentle physiological 
defaecation. 


No griping. No purging. 








e Anti-arrhythmic*Tranquillizer 
» Well tolerated and safe 
Quinidine salt 


with built-in tranquillizing effect. 


E 
Particulars from: 
FRANCO-INDIAN 
® PHARMACEUTICALS LTD. 


20, Dr. E, Moses Road, Bombay 400 011. 


A17 THE ANTISEPTIC MARCH 1990 


I Р f | Қ | 
[ү 
ҮЙ 


/ 
| 
i 





the cough syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since it does not contain any morphine 
derivative. 

No drowsiness. 

Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 

Safe — can be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 

Economical 

Because of the wide variation in the clinical picture of cough, it is impossible to 
designate any one drug as the sole drug of choice for the treatment of all 
coughs. 

Modell, Drugs of Choice, 1966-67. 


INDICATIONS: 

inflammatory catarrhai conditions of the respiratory tract. 
Common Cold € Naso-respiratory allergy € Laryngitis e Bronchitis 
е Rhinopharyngitis ө Bronchial Asthma 
Bronchiectasis 9 Influenza € Smoker's Cough 
Irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology 


DOSAGE: Adults: 1-2 teaspoonful two or three times a day. 
Infants & Children: 1/2 to 1 teaspoonful two or three times a day. 


Packing: Bottle pf 100 mi. 






LTD 


52) PHARMACEUTICAL WORKS LTD. 
Ж 70, GOKHALE ROAD (5). DADAR. BOMBAY"4OO 025 








THE ANTISEPTIC MARCH 1990 — A18 M 


Non ulcer lesions of duodenum - experience at a 


peripheral hospital 


Jayanthi V., Malathi S., Suresh Chari, Parimalam S.T., 
Panchanadam M., Madanagopalan N. 


Abstract 


Oesophagogastroduodenoscopy over a period of two vears identified 
46 non ulcer lesions of the duodenum. The common lesions encountered 
were duodenal carcinoma, peri ampullary carcinoma. duodenal exten- 
sion of antral growth and sessile / pedunculated polyps mostly of benign 
origin. Interesting was the detection of nodular/cobblestone diffuse 
mucosal involvement beyond the second part of duodenum in 6 patients 
who presented with clinical features of malabsorbtion. Histopathological 
confirmation of lymphoma/Immuno Proliferative Small Intestinal Dis- 
ease (IPSID) was possible in 4 patients. 


Commonly encountered lesions in the 
duodenum at endoScopv are duodenal ulcer. 
duodenal erosions and duodenitis. It is not un- 
common for one to come across findings in 
the duodenum which тау be quite incidental 
and unrelated to the clinical diagnosis. There 
are very few reports in literature stressing on 
these non ulcer lesions of the duodenum. 


We present our experience on these lesions 
seen over a period of 2 vears (1987-1989). 


Materials and methods 


Oesophagogastroduodenoscopy (OGD) 
was done in 3300 patients during this period. 
Indications for the procedure included abdom- 
inal pain suggestive of acid peptic disease, 
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upper gastrointestinal bleed, gastric outlet 
obstruction, oesophago gastric malignancy, 
obstructive jaundice suggestive of periampul- 
lary pathology and unexplained anaemia 
(Table 1). : 


For purpose of analysis, patients with pep- 
tic ulcer disease involving the duodenum were 
excluded. 


Results 


46 patients had non ulcer lesions involving 
the duodenum. There were 36 male and 10 
female patients. The youngest was 10 vears 
old and the oldest 75, mean age being 45 vears. 
Giant duodenal ulcers with unhealthy edges 
and nodular appearance was seen in 7 cases, 
periampullary carcinoma in 9, antral malig-, 
папсу invading the first part of duodenum ір. 
4 cases, single or multiple polyps in 10 cases,. 
nodular/polypoidal/cobblestone appearance of 
duodenal mucosa suspicious of lymphoma was 
seen in 6 malabsorbers. Rarer findings were 
diverticulum in periampullary region in 4, in- 
ternal biliary fistüla communicating with first 
part of duodenum in 3, corrosive duodenitis 
in 1 and incidental worm infestation in 2 pa- 
tients (round worm 1, hook worm 1) (Table 
Ш). 


Endoscopic suspicion of duodenal car- 


Vol. 87 (3); P (124-127) cinoma was made when giant duodenal ulcer 
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Table 1 i 


Common oesophagogastroduodenal lesions - 1987-1989 
(excluding non ulcer lesions of the duodenum) 











Oesophagus Stomach Duodenum 
Sex Varices Ulcer Carcinoma Ulcer Carcinoma Ulcer Duodenitis/ 
Erosion 
Male 100 38 38 122 9t) 432 122 
Female 50 8 22 39 45 OS 45 
% 4.5 1.4 1.8 4.87 4+ | 16.66 5.06 


with nodular unhealthy friable edges were 
seen. The ulcer size varied from 2 to 2.5 cms. 
All the ulcers were seen in the first part of 
duodenum. Of the 7 patients 2 had narrowing 
between the first and second part of duodenum 
and histological confirmation of an adenocar- 
cinoma was documented in 6 cases. | case had 
histological evidence of a leiomvoma. 


Table 2 


Non ulcer lesions of the duodenum - 1987-1989 








Lesions in Number Male Female % 
duodenum of cases 
Polvp 10 4 6 pA 
Antral Carci- 
noma involving 
duodenum 4 4 - 8.7 
Duodenal 

Carcinoma 7 6 | 15.2 
Ipsid/ 
Lvmphoma 6 3 3 13.0 
Periampullarv 

Carcinoma 9 () . 19.6 





Clinically suspicious periampullary mitotic 
lesions were endoscoped for confirmation of 
the lesions. Of the 9 cases, 6 had histological 
confirmation of adenocarcinoma - well dif- 
ferentiated in 4 and poorly differentiated in 2. 
| case with bleeding duodenal ulcer and friable 
edges but normal ampulla had bile duct carci- 








noma at surgerv. This had infiltrated into the 
first part of duodenum. In 2 patients the diag- 
nosis of adenocarcinoma was confirmed post 
operativelv. ^ 
Antral carcinoma invading the first part of 
duodenum was seen in 4 cases. Biopsv (гот 
the duodenal extension of the growth revealed 
adenocarcinoma in all the 4 cases. 


Polvps from the duodenum varied in size 
from 3 mm to 2 ems. Larger polvps were seen 
in 2 cases. one of whom was a known casé of 
Familial Polvposis Coli (FPC). In 5 the polvps 
were seen in the first part of duodenum, Iso- 
lated polvps were seen in 7 and multiple in 3. 
7 out of 10 patients had sessile polyps. His- 
tologicallv. 2 patients had adenomatous polvps 
and in 8 the findings were non specific. None 
of the patients had focal nodular hvperplasia 
or Brunner's gland hyperplasia. Polypectomy 
was not attempted at this stage. 


Characteristic diffuse nodular. polypoidal/ 
cobblestone appearance of the duodenum was 
seen in 6 patients who presented with 
symptoms of malabsorbtion. Histopathology 
was confirmative of primary lymphoma of 
duodenum in 2 cases. strongyloidiasis infesta- 
tion in 2 cases and IPSID in 2. e 


Discussion 


Non ulcer lesiogs of the duodenum are not 
uncommon. Common lesions described 1п- 
clude congenital abnormalities, tumours, peri- 
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ampullary lesions, diverticulum and internal 
biliary fistula. In the present series none of 
the patients had any congenital malformations 
such as atresia, duodenal diaphragm or a mega 
duodenum. 


Duodenal carcinoma is an extremely rare 
tumour and seldom involves the first part of 
the duodenum. Most of the ulcerated lesions 
have a firm nodular margin. 20% have а 
polvpoidal or fungating appearance. They are 
usually moderately differentiated (Hawley, 
1985). They are quite distinct from periampul- 
lary lesions. 6 patients suspected to have 
duodenal carcinoma in this series the diagnosis 
was confirmed at histology as an adenocar- 
cinoma. Hence the importance of regular 
biopsy of all duodenal ulcers with suspicious 
ulcerated unhealthy edges. 1 patient with ulce- 
rated lesion had histological confirmation of 
a leiomyoma. Leiomyoma is the third most 
frequent non malignant lesion of small intes- 
tine. 10 to 20% occur in the duodenum. They 
are usually small, remain submucosal or sub- 
serosally and present as secondary anaemia or 
as intussusception rarely. 


Most of the periampullary tumours arise . 


from terminal one-third of bile duct or from 
lining epithelium of intestinal mucosa, true 
ampulla or very rarely Brunner's gland. En- 
doscopically it is extremely difficult to de- 
lineate the origin of these tumours. The com- 
monly occuring distal one-third common bile 
duct tumours usually infiltrate the surrounding 
tissue and replace the wall of bile duct and 
extends into the duodenum. Most of the 
adenocarcinoma of the ampulla and duodenal 
mucosa often arise of basis of a sessile papillary 
lesion i.e. morphologically equivalent to vill- 
ous adenoma of large intestine. Recently with 
increasing use of endoscopic procedures for 
early detection of these lesions, many of the 
papillary lesions lack an invasive component. 
| patient irj the present study who had an en- 
doscopy for symptoms of dysphagia had am- 
pulla appearing abnormal which on histology 
proved to be a well differentiated adenocar- 
cinoma. Tumours. arising from common bile 
duct are usually well differentiated while those 
arising from the ampulla and the intestine are 


poorly differentiated adenocarcinoma (Cic- 
carelli, 1987). 5 patients in our study under- 
went laparotomy. The growth was inoperable 
in 2. In the other 3 radical resection of the 
tumour was possible. 


Duodenal extension of antral growth is not 
uncommon. Maingot (1985) also emphatically 
stress on this fact and points out that gastric 
lesions especially abutting the pyloric ring do 
invade the duodenum. The spread is usually 
by lymphatic permeation, direct extension or 
a combination of both. Involvement of sub- 
mucosal layer is frequent. 


Adenoma in the duodenum (Winawer, 
1984) is usually seen in association with Peutz 
Jegher’s Syndrome, Gardner’ S Syndrome and 
Crohnkite Canada Syndrome. Yao et al (1977) 
in a study of patients with FPC have shown 
adenomatous polyps in small intestine, 
stomach and periampullary region of the 
duodenum. The incidence reported is as high 
as 50% of all patients with polyps. As in the 
colon most of the adenomas in the duodenum 
are prone for malignant change. 1 patient with 
FPC in this series had multiple adenomatous 
polyps in the duodenum. 


Primary lymphoma of the duodenum is ex- 
tremely rare (Azzopardi, 1960 & Salem, 1987) 
and there are very few case reports. Its associ- 
ation, with Coeliac disease is well documented. 
While | patient had histologically proven lym- 
phonfa, the other had features of IPSID at 
biopsy. Strongyloidiasis was demonstrable in 
an immunocompromised patient. 


Diverticula in the duodenum are usually 
identified at endoscopy under fortuitious cir- 
cumstances in that the inlet of the diverticula 
are sufficiently large to peer within. Duedenal 
diverticula are usually false and occur in the 
mid-portion of the descending duodenum near 
papilla of Vater (Whitcomb, 1964). The inci- 
dence varies from 1-3% in the general popula- 
tion. 


Internal biliary communication (Sadhu, 
1989) are usually as a result of peptic ulcer 
disease, as a complication of choledocholithia- 
sis, following surgery for gall bladder or after 
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a prolonged common bile duct exploration. 
Very rarely they may be due to spontaneous 
rupture of duodenal diverticulum or carcinoma 
of bile duct into the duodenum. 


In conclusion non ulcer lesions of the first 
and second part of the duodenum are not un- 
common. Awareness of presence of these 
lesions would help one to pick up more 
pathological lesions some of which may be in- 
cidental and quite unrelated to the clinical pre- 
sentation. Lesions suspicious of malignancy 
either of the ampulla or of a duodenal ulcer 
should have a histological confirmation. This 
would help not only in management of the 
case but also in assessing the prognosis. Lastly 
duodenal biopsy in patients with malabsorb- 
tion with abnormal appearing mucosa has a 
definite diagnostic role. 
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Bleeding varices 


The advent of endoscopic sclerotherapy has probably increased long term survival of 
patients presenting for the first time with bleeding oesophageal varices and this com- 
paratiively non-invasive procedure, is tolerated equally well by young and old. 


* * * 


(BMJ Vol. 298 21 Jan. 89) 


* * * 





127 


Red blood count: A valuable clue in the diagnosis of thalassemia 


In no other hematologic disorder is the red blood count (ВВС) more useful and valuable 
as a diagnostic clue than in the diagnosis of thalassemia. Higher than normal red blood 
counts are frequently found in thalassemia, but the disproportionate increase in RBC, 
together with normal or low hemoglobin, is unique to thalassemia trait and milder forms 
of thalassemia intermedia and is not seen in any ether anemia. 


Thalassemia is most prevalent among Chinese and Filipino people. The combination 
of a high RBC, reduced ‘mean corpuscular volume (MCV) and reduced mean corpuscular 
hemoglobin (MCH), normal hemoglobin or slight anemia in a Chinese of Filipino is practically 
diagnostic for thalassemia trait. The elevated RBC appears to have no relatio@ship to 
age, sex, race or type of thalassemia (alpha or beta). In the anemia of other chronic 
diseases, elevated RBC is not seen and the MCV and MCH are only slightly reduced and 


not to the extent seen in thalassemia or iron deficiency anemia. 
% 


(Hawaii Medical Journal Vol.47, Sep.88) 
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112 tablets pack — A complete treatment course. 


coco ((0)) Except 
With TRYMO, ULCERS HEAL FASTER 
AND STAY HEALED LONGER 
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Enhances antibacterial 
activity 


"Alkalinization of urine 
enhances the antibacterial 
activity of Penicillins, 
Erythromycin, Kanamycin, 
Streptomycin % Gentamycin.” 


Pharmacology & Therapeutics by R.S. 
Satoskar - 6th Edition, p. 566 . 
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Puts ап end to burning 
micturition 

Inhibits growth of E-Coli 
& B-Coli 

Enhances action of 
Aminoglycosides 
Prevents crystalluria 
during sulpha therapy 
Reduces toxicity of 
aspirin 


ай 
cita i - THE FOREMOST & THE MOST ACCEPTED ALKALIZER 
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ROUTE OF AMPICILLIN 
ADMINISTRATION VARY WITH 
SEVERITY OF INFECTIONS 


NEPOCIL 


* Provides the choice of administration 
PARENTERAL / ORAL 





* Reaches the infected sites in adequate 
concentrations. 


* Eradicates all susceptible pathogens 
reliably. 





NEPOCIL — Offers a wide range of dosage 
forms to choose from. 


Marketed by: 
TTK PHARMA LIMITED, 
MADRAS - 600 043. INDIA. 
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HE PROMISE UF SPEED 


RECOVERY 





SUPER BROAD-SPECTRUM ANTIBACTERIAL 


Convenient b.i.d. dosage 


* Covers most of the uropathogens * Covers most of the enteropathogens 
including Pseudomonas * Spares normal intestinal flora 

* First of its kind as oral * Eradicates beta-lactamase-producing 
anti-pseudomonal drug & -nonproducing gonococci 


^ 


High penetration in renal and 
prostatic tissues 


Prolonged bactericidal levels in urine 
Least chance of bacterial resistance 


* 


* 





(Norfloxacin 400 mg & 800 mg Tablets) 
Parenteral Power with Oral Dose 


For further details, please write to:  Alarmkhir 
ALEMBIC CHEMICAL WORKS CO.LTD., VADODARA 390 003 milii 
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A Dual Antibacterial Cover 
for Decisive Results... 





TAMPICLOX 


Ampicilin 250 mg + Cloxacillin 250 mg 





Urinary Tract Infections x Dual Bactericidal Action 

Respiratory Tract Infections x Effective Antibacterial Cover, even against 
Gastro-Intestinal Infections Micro-Organisms that produce Penicillinase. 
Skin & Soft Tissue Infections x Comprehensive Anfibacterial Spectrum 
Genital Tract Infections x А complete Therapeutic Approach 

Bone Infections x Enhanced Therapeutic Success 





TAMPICLOX in Box of 25 x 4's 


Tamilnadu Dadha Pharmaceuticals Ltd 
960-969, Royapettah High Road, Madras-600 014 
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Avoiding side-effects of hormone replacement 


therapy 


Nigel Lincoln 


For about three-quarters of women the 
menopause is a traumatic experience. Hot 
flushes, night sweats, dry skin, loss of libido, 
tiredness, depression and irritability make 
millions of lives a misery. 


And the problems do not end with the 
change of life. Most of the 38.000 or so hip 
fractures in England and Waics each year are 
a direct result of post-menopausal bone loss. 


The value of hormone replacement therapy 
(HRT) in controlling symptoms and halting 
bone loss is well known. Population studies 
have shown that a few years of HRT can reduce 
fractures by 60% to 70% and also cut the rate 
of heart attacks and strokes. 


Since studies in the mid-1970s revealed that 
unopposed oestrogen therapy was associated 
with a risk of uterine cancer in non-hysterec- 
tomised patients, there has been a general ac- 
ceptance that progestogen must be added to 
the treatment. 


Now that an effective and relatively safe 
form of HRT has been established, many re- 
searchers are turning their attention to finding 
better ways of delivering the hormones so as 
to minimise the side-effects of this potentially 
long-term therapy. 


Oestrogen Implant 


Oestrogen given orally has to pass through 
the liver on its way to the general circulation. 
While passing through the liver, the hormone 
induces a number of enzymes, so that blood 


Nigel Lincoln, 
Science Editor, 
"General Practitioner" 
London. 


Ack. Source "feature" 


- Vol. 87 (3); P (128-130) 


lipids, coagulation factors and renin secretion 
are altered. 


To avoid these effects, scientists are now 
investigating alternative means of administra- 
tion that bypass hepatic metabolism. 


One method pioneered by workers at Dul- 
wich Hospital in south London, involves plac- 
ing a concentrated pellet of hormone under 
the skin of the abdomen. Oestrogen slowly 
leaches out of the implant at a steady rate to 
maintain blood levels, and the pellets last for 
six months before being replaced under local 
anaesthetic. 


A report from the Dulwich unit showed 
that a 50 mg oestradiol and 100 mg testosterone 
implant was more effective than oral oestrogen 
at preventing bone loss and controlling 


symptoms. Both treatment groups were also. 


given oral progestogen. 


Although the oral regimen maintained 
bone density when used by 37 women for an 
average of eight years, the implants managed 
actually to increase bone mass over the same 
period. 


Further work has suggested that implants 
may raise bone density by about 10% in the 
first vear, although it is not yet clear whether 
that level of gain would be maintained with 
more prolonged use. 


Role of Testosterone 


The investigators concluded that implants 
not only allow more physiological hormone 
levels to be achieved, but they reduce gastric 
side-effects and avoid the compliance problems 
that are seen in up to 70% of HRT users. 


The role of testosterone, which was origi- 
nally included in the study to relieve tiredness, 
depression and loss of libido, is not known. 
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The insertion of an oestrogen implant in the fatty layer of the 
stomach or buttock takes about four minutes. 


Further work is now being undertaken to dis- 
cover its place, if any. 


One of the drawbacks of giving progesto- 
gen alongside oestrogen is that it appears to 
negate some of the cardiovascular benefits 
gained by giving unopposed oestrogen. Studies 
have shown that oestrogen reduces coronary 
disease by 50% to 70% while the rate of strokes 
is halved. 


Some experts believe that the role of HRT 
in heart disease even outweighs its place in 
osteoporosis. They point out that myocardial 
infarction is twice as common as hip fractures, 
and ten times deadlier. 


One eminent British epidemiologist has 
suggested that local appliciation of progesto- 
gen to the uterus could provide the best of 
both worlds, allowing a lower dose but main- 
taining the cardiovascular protection of oestro- 
gen. He has called for more research into the 
use of progestogen-releasing coils to deliver 
the hormone. 


Second General Patch 


Other centres are testing the possibilities 
of giving hormones sublingually or by nasal 
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sprays to avoid hepatic metabolism. But per- 
haps the most promising way of delivering 
HRT is the use of stick-on skin patches. 


One such transdermal device, which deliv- 
ers a steady stream of 25, 50 or 100 ug of 
oestrogen every 24 hours for three or four 
days, is already оп the market. But the patch 
delivers only oestrogen and patients still have 
to take an oral progestogoen for 12 davs every 
cycle to protect themselves. 


The researchers who pioneered the device 
at King's College Hospital, south London, are 
now conducting trials on a second generation 
patch that contains both hormones. Prelimi- 
nary results released in the last few months 
showed that the patch produced a regular light 
bleed in the 94 women who used it for a year. 
No uterine hyperplasia was noted and the de- 
vice appeared to be as effective as oral therapy 
in protecting the skeleton - but,with just a 
quarter of the usual progestogen dose. 


However, as the King's team point out, the 
long-term effects of that form of therapy are 
not known and it could still rise the risk of 
breast cancer. 


MARCH '90 


The main drawbacks of the patch were 
compliance, skin reactions at the site of appli- 
cation and the necessity of a monthly bleed - 
albeit a light one. 


From the woman's point of view, that final 
drawback may be the biggest obstacle to HRT. 
For many, the prospect of continuing to have 
periods into their sixties and seventies is just 
too much to face. 


Good Prospects 


In an attempt to see whether that problem 
can be circumvented, the King's group is start- 
ing a study in 900 women to see if continuous 
therapy is feasible. 


The monthly bleed may also be overcome 
using a new type ОҒ synthetic steroid being 
tested at Guy's Hospital in London. ORG OD 
]4 appears to be as effective as oestrogen in 
relieving menopausal symptoms and prevent- 
ing bone loss. But, unlike standard oestrogens, 
the new drug does not affect the endometrium 
and so does not require the addition of a pro- 
gestogen, and hence there is no bleed. 


The prospects for a safe, effective and easy- 
to-use form of HRT look good. The main ob- 
stacle remaining is developing a reliable way 
of spotting those women at risk of developing 
osteoporotic fractures and thus in need of 
therapy. 


Although certain factors such as an early 
menopause, smoking and alcohol abuse can 
point to an increased risk, nobody has yet de- 
vised a simple, cheap system for spotting fast 
bone losers. 


Many experts now believe that when a re- 
liable test is developed doctors will be able to 
offer women a continuum of care, moving in 
a natural progression from hormonal con- 
traception during their reproductive years to 
HRT at the menopause. 


With women living to over 80, many will 
spend nearly half their lives postmenopausally. 
An effective, acceptable form of hormonal 
protection is therefore one of medicine's most 
important goals. 


CIMETIDINE = CIMETIGET 


Particulars from? 
FRANCO-INDIAN 
PHARMACEUTICALS LTD. 

20, Dr. E. Moses Road, Bombay 400 011, 
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TREATING INFEC TIONS 


A wide Spectrum of 
Antibiotics to choose from 


BIOCILIN 

(Ampicillin) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
Injs.: 100 mg., 250 mg., 500 mg. & 1 gm.vials 
Dry Syp.: 125 mg./5 ml. & 250 mg./5 ml. 
Drops: 100 mg. in 1 ml. 





CEPHAXIN 


(Cephalexin & Cephaloridine) 
Caps.: 250 mg. & 500 mg. (Cephalexin) 


Injs.: 500 mg. & 1 mg. vials — (Cephaloridine) 
Dry Syp.: 125 mg/5 ml. (Cephalexin) 























MOXILIUM 
(Amoxycillin Trihydrate) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
Dry Syp.: 125 mg./5 ml. 


BIOCLOX ° 
(Cloxacillin) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
Injs.: 250 mg. & 500 mg. vials 









AMPILOX 


(Ampicillin + Cloxacillin) 
Caps.: 250 mg. each of Ampicillin & Cloxacillin. 
Injs.: 125 mg., 250 mg. & 500 mg. each of 
Ampicillin and Cloxacillin in vials. 
Neonatal Injs.: Ampicillin 50 mg. and Cloxacillin 
25 mg. in vial. 

Syrup: 125 mg. each of Ampicillin and 
Cloxacillin per 5 ml. 


















BIOFLOXIN 


(Norfloxacin) 


FLOXIPRO 
(Ciprofloxacin) 
Tabs.: 250 mg. & 500 mg. 
Strips of 4 tabs. 






BIODOXI 
(Doxycycline Hel.) 
Caps.: 100 mg Strips of 4 caps. 






Tabs.: 400 mg. 
Strips of 4 tabs 






























BIOGARACIN 


(Gentamicin Sulphate) 
Injs.: 20 mg./2 ml. vial & 80 mg./2 mi vial 


AMICIN 
(Amikacin Sulphate) 
Injs.: 100 mg., 250 mg. & 500 mg. vials. 


BIOTAX 

(Cefotaxime Sodium) 

Injs.: 250 mg. & 1 gm. vials. 
e 
















BIOCHEM PHARMACEUTICAL INDUSTRIES 
Айип Bldg., 151 Dhobi Talao, Р.О. Box 2217 
Bombay-400 002. 
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Common eruptive fevers of childhood: 
Management and prophylaxis 


Dutta J.K., Giri B.K. 


Eruptive fevers are quite common among 
infants and children. They claim a heavy toll 
of life among children in developing countries 
including India. Concept regarding measles 
has considerably changed. In the past it was 
considered beneficial to have a clinical attack 
of measles which would provide life long im- 
munity. Attack of measles was considered to 
be very severe with high mortality among mal- 
nourished children of tropics. Recent studies 
however indicate that high mortality in severe 
epidemics of measles was associated with clus- 
tering of cases and intensity of exposure in 
secondary cases (1,2) . Further no relation was 
found between pr€morbid state of nutrition 
and risk of death from measles (3) . 


Rubella is often misdiagnosed as measles. 
Smallpox has been eradicated but chickenpox 
is still continuing. Toxoplasmosis, Infectious 
mononucleosis, typhus group of fever which 
often present as eruptive fever's are not cor- 
rectly diagnosed due to lack of investigating 
facilities. In this communication we discuss 
below the management and prophylaxis of 
some of the above disorders. | 


Measles 


Measles is predominantly a disease of in- 
fants and young children. It is chracterised by 
high fever at the onset followed by conjuc- 
tivitis, cough and maculopapular rash. The dis- 
ease is highly infective in catarrhal stage and 
spreads easily among young contacts. Since it 
is a viral disease no specific treatment is at 


Dr. Dutta J.K.. M.B.B.S.. (Cal). D.T.M. & H (Edinburgh) 
Consultant Phvsician 


Dr. Giri B.K.. MBBS. 
Paediatrician. 
Balasore - 756 001. 


Specially contributed to “Тһе Antiseptic" 
Vol. 87 (3); P (131-133) 
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present available. Proper management of com- 
plications, maintenance of nutrition and seda- 
tion play great role in management of these 
cases. 


General Mangement. 


Suspected cases must be nursed in isolation 
from other children. In hot summer the patient 
should be kept in a cool room. Fluid and nut- 
ritious food should be given in adequate quan- 
tities. Children usually become restless and ir- 
ritable. Promethazine hydrochloride 2.5 to 10 
mg in elixir form (5 mg in 5 ml) three times a 
day according (о аре with the last dose at bed 
time helps to quieten the child and improves 
sleep. Eyes should be cleaned and sul- 
phacetamide drops instilled daily. Eye oint- 
ment should be applied particularly at night 
to prevent closure of eyelids. Hoarseness of 
voice due to laryngitis may worry the parents. 
Steam inhalation helps to improve it to some 
extent. ! 


Management of complications. 


Malnourished children mostly develop in- 
tercurrent infections due to depressed immun- 
itv. Bronchopneumonia is the most common 
complication. It is often caused by bacterial 
infection which can be effectively treated with 
adequate doses of antibiotic. Inspite of 
adequate antibiotic treatment the condition 
may not improve if the respiratory complica- 
tion is of viral origin. Simple antidiarrhoeal 
drugs like kaolin mixture and furazolidine sus- 
pension along with fluid and electrolyte re- 
placement will фе adequate for treatment of 
enteritis. Convulsion frequently develops 
either due to encephalitis or high fever. An- 
ticonvulsants like phenobarbitone, diazepam, 
may be used in doses proportionate to age and 
body weight. Corticosteroids should be used 
liberally during management of all serious 
complications including encephalitis 


131 


Prevention. 


Isolation of the patient in early catarrhal 
stage can prevent spread to other children but 
the diagnosis is usually missed at this stage due 
to absence of rash. Active immunisation with 
measles vaccine in doses of 1000 T.C. I.D. 
(Tissue culture infective dose) around one year 
of age can provide sufficient protection. Cur- 
rently used "Schwartz Strain" vaccine causes 
much less reaction compared to “Edmonston” 
strain which was previously used. At present 
this immunisation facility is available at many 
centres in India. Measles vaccine should not 
be administered to children on prolonged cor- 
ticosteroid or other immunosuppressive 
therapy nor to those with allergic diseases, con- 
vulsion, hypogammaglobulinaemia or acute 
infections and tuberculosis (4) . Normal human 
immunoglobulin can afford protection after 
exposure. It should be given in a dose of 0.2 
ml per kg of body weight immediately after 
exposure preferably within five days. Altenu- 
ation can be achieved with a smaller dose of 
0.05 ml per kg though such a policy is contro- 
versial (5). 


Rubella (German Measles) 


This disease very much resembles measles 
but runs a comparatively milder course. The 
causative virus is different from that of 
measles. Maculopapular rash, posterior cervi- 
cal lymphadenopathy and arthritis are com- 
mon manifestations. Maternal infection during 
first trimester of pregnancy may lead to foetal 
abnormalities like congenital heart disease, 
cataract, deafness, hydrocephalus, microcep- 
haly and mental deficiency. If infected during 
first four weeks of gestation the risk of foetal 
damage is as high as fifty percent (6). 


" 


General Management. 


Febrile patients should be advised rest in 
bed. Analgesics should be prescribed to relieve 
pain of arthritis if it develops. Rash on body 
is seldom troublesome to the patient to warrant 
any treatment. 


Preventive Measures. 


The incidence of this desease in India is 
not fully known though it is common abroad. 


Some studies show that Indian women are also 
susceptible to this infection (7,8). Hence pre- 
ventive measures are equally important in this 
country. Women in first trimester of pregnancy 
should avoid exposure as far as possible. Med- 
ical termination of pregnancy should be advo- 
cated in case of exposure during first four 
weeks due to the high risk of foetal damage. 


Rubella vaccine prepared from different 
live attenuated strains namely Cendehill vac- 
cine, HPV 77. DE-5 vaccine, RA 27/3 and RA 
23/3 vaccine, Japanese TO-336 vaccine are cur- 
rently being used in other countries. Vaccina- 
tion has been recently introduced in India usu- 
ally in the form of combined Measles-Mumps- 
Rubella (M.M.R.) vaccine. In order to avoid 
the risk of foetal damage due to vaccination 
during undetected early pregnancy susceptible 
women in post-partum period and girls bet- 
ween 11 and 14 years are vaccinated in U.K. 
A new policy of mass vaccination of young 
children of both sexes with combined vaccine 
is being introduced in that country soon. Nor- 
mal human immunoglobulin 0.5 ml/kg may be 
given to pregnant women immediately after 
exposure but it has not proved to be very effec- 
tive in preventing maternal rubella. 


Chickenpox 


This disease which is caused by Varicella- 
Zoster virus is prevalent throughout the 
World. A good number of patients suffer every 
vear in India. Although most text books de- 
scribe it to be a disease of children, the author 
has found nearly 60 to 65 percent of hos- 
pitalised cases іп Delhi among adults over 
years. Young Keralites living in Metropolitan 
cities seem to be specially prone to this infec- 
tion mainly düe 4o lack of previous immunity. 
Since the disease has a mild course and case 
fatality rate is usually below one percent active 
treatment is hardly required. 


General Treatment. à 


In early stage of the disease most patients 
develop fever. Bed rest, analgesic and an- 
tipyretic drugs help to lower the temperature 
in two to three days. Antibiotics have no 
proved value. Itching is often complained in 
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later stage of the disease. Antipruritic and 
sedative effects of trimeprazine tartrate (val- 
lergan) in doses of 10 mg thrice daily for adults 
help to control itching and improves sleep (9). 
Local applications over the rash are not very 
helpful. Patients should be isolated till the 
crusts have completely separated from skin. 


Management of Complications. 


The disease is self limiting but occasionally 
serious complications may develop. Varicella 
pneumonia has a bad prognosis. Being usually 
of viral origin no antibiotic proves effective. 
Patients developing encephalitis should be pro- 
vided adequate nursing care. Although cor- 
ticosteroids are not recommended in chicken- 
pox as they may worsen the condition a short 
course of the drug may be used in patients 
with encephalitis. 


Prevention. 


No immunising agent could be developed 
against this disease mainly because of paucity 
of cell free virus in tissue culture media. Ex- 
perimental studies are in progress in different 
eountries to develop an effective vaccine 
(10,11). 


Recently a live attenuated vaccine (Oka 
strain) has been developed in Japan against 
Chickenpox which is safe and effective. 


Normal immunoglobulin may be given in 
doses of 0.4 to 1.2 ml/kg body weight in under- 
nourished high risk cases for attenuation. 


* * * 


In a lighter vein.... 


Patients on high dose conticosteroid 
therapy or other immuno-suppressive mea- 
sures should be protected as quickly as possible 
after exposure as varicella developing in im- 
munosuppressed subjects is usually very severe 
and may be fatal. Hyper immune zoster gam- 
maglobulin (prepared from convalescent sera) 
may prevent chickenpox in such cases. 
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Myocardial, Cerebral atherothrombotic 
infarctions and Aspirin: Current status 


Bhatia R.S. 


Aspirin has been widely used as an effective 
remedy in conditions ranging from pyrexia to 
arthritis'. Apart from role of aspirin in dia- 
betes & preeclempbia which is still under experi- 
mental stage. its efficiency in secondary pre- 
vention of strokes and heart attacks has been 
recently recognised ' ^? But this simple. 
cheap therapy is not an unique measure for 
all patients of cerebrovascular diseases, since 
intracerebral haemorrhage has to be excluded'. 
A daily dose of 300 mg taken for few years, 
after a mild ischemic attack or minor ischemic 
stroke reduces morbidity i.e. non-fatal strokes 
and myocardial infarctions by about a 
іга: and mortdlity from vascular diseases 
by about a sixth’. But before prescribing for 
primary prevention of myocardial infarction; 
clinician must weigh the risk of bleeding espe- 
cially from the gastrointestinal tract, since 
bleeding is consistantly higher in aspirin users 
and even in the elderly, for over a third of 
admissions for bleeding peptic ulcer are attri- 
buted to aspirin and non-steroidal anti-inflam- 
matory drugs^' 

But aspirin has a significant role on secon- 
dary prevention and reducing mortality in un- 
stable angina, myocardial infarction, stroke 
and transient ischemic attacks (TIAS) due to 
its antiplatelet effect °. In TIAS, the haemos- 
tatic svstem has a primarv pathogenetic role 
and an enhanced thrombin activity and platelet 
hvperfunction which are present in these cases. 
make the use of aspirin more judicious”. 


Ы 
Where опе third cases are benefitted with 
aspirin. vet 40-50% cases of transient ischemic 
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attacks are likely to be benefitted if their dia- 
stolic blood pressure is reduced by 5-10 mm 
Hg over a period of few years. And vet 
another one fifth are going to be spared by 
coronary heart disease if their plasma Choles- 
trol is reduced by 10% over a few years’. But 
at the same time, clinicians must investigate 
every case of stroke or transient ischemic at- 
tack (TIA) for migraine, focal epilepsy. hypo- 
glycemia, cardiacarrythmias including complete 
heart block, before prescribing aspirin'. 
Mechanism of action? of aspirin in inhibition 
of thromboxane svnthesis bv platelets. and 
minimum inhibition of prostacycline synthesis 
in low dose i.e. 40 mg and inhibition of pros- 
tacyling synthesis in vascular wall in high dose 
i.e. 100 mg - a dose which is reported to im- 
prove in the early patency of aortocoronary 
by pass graft". This suggests a new and impor- 
tant aspect of what should be the correct dose 
of aspirin in these cases. As low as 30 mg '' 
and as high as 300 тю” daily dose have been 
tried. 300 mg aspirin daily is the recommended 
dose. on the basis of conclusive clinical trials. 
in the patients with transient ischemic attacks, 
and minor ischemic strokes. proved bv com- 
puted tomography having no previous history 
of peptic ulceration'". Dose may be reduced 
to 150 mg and then 75 mg if gastric toxicity 
which is usuallv dose related. poses a prob- 


э . "ET. . . 
lem'^. Concensus is that aspirin is not a kick ` 


for every ball. i.e. not to be used for everv 
patient with suspected stroke. Its role in prim- 
ary prevention of myocardial infarction stands 
unquestionable but not clear in primary pre- 
vention of stroke". At the same time. it is be- 
neficially indicated in TIAS and in unstable 
angina’. At present 300 mg daily dose is one 
of the several effective measures in the secon- 
dary prevention of myocardial and cerebral 
atherothrombotic infarctions'^?. But cur- 
rently 600 mg every 4th day has been proposed 
to be more suitable dose of aspirin for anti- 
platelet асот! 2-14 
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Alcohol peripheral neuropathy in alcoholics is well known to the medical profession. 
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Disulfiram (Antabuse) commonly is part of medical tretment of alcoholism. Vet, disulfiram 
itself without alcohol may produce side effects of which sensorimotor peripheral 
neuropathy is the most frequent. It seems dose related and time length related. It is 
usually, but not always, reversible after discontinuation of the drugs. Disulfiram neuropathy 
should be suspected in any patient who develops peripheral neuropathy while taking 
antabuse, and the possibility always should be investigated in follow up examinations. 


(South Dakota J of Med Vol. 41 Oct.88) 
* * * * * * 


Kwasaki disease: 3 

The diagnosis is based on the revised criteria laid down by Kawasaki. The major 
criteria are bilateral conjunctival injection, fever of unknown cause lasting for 5 days or 
more, red palms and soles with indurative oedema of the extremities, oropharyngeal 
mucosal involvement, cervical lymphadenopathy more than 1,5 cm) and a polymorphous 
rash of the trunk. The nine minor criteria include an elevated white cell count, erythrocyte 
sedimentation rate and/or Creactive protein value, thrombocytosis, cardiovascular involve- 
ment (coronary vasculitis and later aneurysm formation) gastro-intestinal symptoms, 
arthritis, central nervous system symptoms and urinary changes. 


*(SAMJ vol 74 6 Аџо.88) 
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Circadian rhythms in internal medicine 


Rhythmicity is an ubiquitous phenomenon. 
"Rhythm" is derived from the Sanskrit "Rita" 
meaning order The dance of creation sym- 
bolises the rhythm that sustains the universe. 
Several rhythmic phenomena in the external 
world are paralleled by events in the human 
system. The best characterised of these 
rhythms is the circadian rhythm or 24-hour 

rhythm, which many bodily functions exhibit, 
e.g. sleep-wake cycle, rest-activity cycle, body 
temperature, hormonal secretions, electrolyte 
excretion - to name just a few. These circadian 
rhythms are delicately controlled by well-or- 
ganised neural systems, the pacemakers as 
they are known. These are located in the 
neurons of the hypothalamus. 


The pacemaker itself, is cued to the circa- 
dian change in the environment, viz, the light- 
dark cycle, which is perhaps the most primor- 
dial natural cycle of events man knew of. Over 
generations, this cue is "imprinted" in the 
pacemaker neurons that they have an en- 
dogenous or built-in rhythm which sets the 
pace for the various functional rhythms of the 
body. This endogenous rhythm is close to, but 
not exactly the same as the 24 hour period. 


Every now and then, tlie day/night cycle 
shortens or lengthens, depending on the sea- 
son. Accordingly the endogenous rhythm of 
the pacemaker is re-set to be in tune with the 
environment. This tuning is termed entrain- 
ment. For the tuning process, a signal is neces- 
sary to transmit the changes m light/dark cycle, 
to the pacemaker neurons. This signal is the 
hormone of the pineal gland, melatonin, which 
is secreted during the dark period and is 
"switched-off" during the light period. Melato- 
nin is not,only a signal for the pacemaker, but 
is also a mediator of synchronising other inter- 
nal rhythms of the body with the re-set rhythm 


of the pacemaker. 
e. 


Our internal rhythms are deliberately or 
unintentionally disturbed due to various fact- 
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ors; e.g. insomnia, jet-lag, mood disturbances, 
infection-induced disturbances in body temp- 
erature and sleep, drug-induced disturbances, 
etc. These disturbances are brought about by 
induced change in the endogenous rhythm of 
the pacemaker without relevance to the exter- 
nal cues, so much so that the endogenous 
rhythm, deviates: This deviation is reflected 
in the disturbed internal rhythms and in dis- 
turbed melatonin production. 


Dis-ease results from these relative distur- 
bances. In this sense, all bodily (as well as 
psychological) ailments are viewed as diseases 
of disturbed rhythmicity or dis-order. Several 
evidences are accumulating that diseases may 
have the disturbance in rhythmicity as a central 
event, if not the only event. Thus e.g. airway 
reactivity to allergens is maximal in the early 
hours of the morning and that is when asthma- 
tic attacks are most frequent and intense. 
Plasma cortisol secretion is at its peak in the 
morning (around 8-10 a.m.) and it is common 
knowledge that most in-patients feel better in 
these morning hours even after a harrowing 
night of suffering. Silent ischemias and cardiac 
arrests are reportedly most frequent in the 
small hours of the morning, when the bodily 
warning mechanisms are at their low ebb. 


Drugs which are excreted by the kidney 
have a longer effect given at bedtime while 
drugs which have a predominant first-pass 
metabolism in the liver before they act, are 


'more effective given during the day. A new 


discipline chronopharmacology has developed 
along the lines of pharmacokinetics, bio-av- 
ailability and tissue response to drugs. 


When the internal rhythms are thrown out 
of gear with respect to the external environ- 
ment, it takes 3-4 days for the rhythm to be 
re-entrained, (with minor variations for indi- 
vidual phenomena), the duration depending 
on the magnitude of deviation and its direc- 
tion. Thus the sleep-wake cycle of a hospita- 
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lised patient may be disturbed due to several 
factors; on discharge it takes sometime for the 
patient to regain the natural cycle. If sedatives 
or hypnotics are unnecessarily given during 
this period, not only is the entrainment pro- 
cess prolonged by an iatrogenic drug-depen- 
dent state may result. 


When workers in factories are arranged in 
shifts, it is an instance of artificial disruption 
of the internal rhythm; In any particular shift, 
the entrainment takes 3-4 days and therefore, 
if shifts are changed every week or at shorter 
intervals. the workers may be permanentely 
out of phase with the external cue, and this in 
the long run, would manifest variously as 
fatigue (mental or physical), impaired work 
performance, enhanced susceptibility to infec- 
tions and in all, a reduction in manpower and 
loss of man-hours. In many industrial settings, 
the shifts are being rescheduled in consonance 
with this new awareness of rhythm - concept 
in the causation of disease. One such schedule 
that has been found to be effective is a 3 week 
cycle of day and night shifts. 

* 


* * 


-- 


More and more diseases are now being re- 
cognised in which *dysrhythmia" plays an im- 
portant role. With discoveries of rhythms in 
сей mitosis, lymphocyte kinetics etc, the spec- 
trum has indeed widened. Manic-depressive 
illness, eating disorders, premenstrual tension 
syndrome, obesity, alcoholism (believe me, 
obesity and alcoholism are reckoned as disease 
entities!), etc, are some which fall into this 
category. Breast cancer has been found to be 
associated with abnormal melatonin levels. 


In short, to the already known dimensions 
of health and disease such as environment, mi- 
croorganisms, host defenses and psychological 
factors, one more dimensjon - the status of 
rhythmicity of relevant functions, has been 
added, making the aphorism “health and dis- 
ease are but two sides of a coin” ring even 
more true such that health and ill-health are 
but alternating facets of the many-sided person 
that the human being is. 


(Dr. N. Hariharasubramanian M.D., Ph.D) 
* * * 


€ffect of Vitamin 8 Complex on the Immunodeficiency produced bu Surgery of 
Cancer Potients: 


R study on the effect of vitamin 8 complex (vitamin 8;84ond 8,-сотріех) on the 
immune responsiveness in gastric cancer patients who underwent surgery shows that 
the blastogenic responses were incuced by vitamin B administration 2 or 4 weeks after 
surgery in 5 of the 8 stage Ill - IV patients whose lymphocytes had not responded prior 
to surgery. Four weeks after surgery, the patients without vitamin В treatment showed 
only a tendency of recovery of blastogenic responses ih the patients treated with vitamin 


B was significant. 


The results suggest that the administration of vitamin B,, Bgand В, complex is useful 


for the protection against and the recovery of immune dysfunction 


in cancer patients. 


produced by surgery 


(The Japanese J of Experimental Med) Vol. 58, Aug.88) 
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THE GROWING NEED 
FOR ZINC 


A regular daily intake of zinc is essential 


Unlike iron, there are no functional body stores of zinc for 
utilisation. Consequently, a regular daily intake of zinc is essential. 







Signs of zinc deficiency 


А broad spectrum of medical conditions can be 
associated with nutritional zinc deficiency. These vary in 
severity depending on the degree of the deficiency. 
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ZINC - plus essential vitamins. 


Summary of Prescribing Information 
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rade Ma 







C Vitamins are needed. Such conditions include convalescence, 
chronic alcoholism, old age and associated poor diet, prolonged 
antibiotic therapy. debilitating diseases. As an aid to recover trom 
illness and surgery, It is also recommended in conditions involving 
special diets and weight reduction diets. Dosage: Adults and 
children above 12 years: | capsule daily with food or atter meals. 
Side Effects: Nil. 


Further information is available on request: Post Box No.2. Bangalore 560 049. 















Dr. S.P. Bhaumik 
Midnapur 
West Bengal 


Q.: What are the injections for the treatment 
of hydrocele? Some years ago quininedihyd- 
rochlor injection was used. | learn that 
Quininedehvdrochlor is now manufactured bv 
some Indian company. Please inform me about 
It. 


If quininedehydrochlor injection is not av- 
ailable what are the other injections being used 
now.? 


1. Injection therapy for hydrocele 


e 

The Selerosing therapy for hydrocele is 
over 150 years old. In the past numerous sol- 
utions have been used such as equal parts of 
carbolic acid and glycerine; 2.5% tincture of 
iodine; Alcohol in various strengths; 5-10% 
sodium morrhuate. Recently, cases were 
treated with 2.5% phenol in water by Nash 
(1979) and 3% Sodium tetradecyl Sulphate 
(STD) by Macfarlane (1983) and good results 
were reported. Rodnev Maingot used Quinine 
urethane and Lithocaine. 


1. 2.5% phenol in water to a maximum dose 
of 30 cc. 


2. Quinine urethane 8сс (quinine hydro- 
chloride 4 g. urethane 2 G and distilled 
water 30 cc). 


3. Lithocaine - 8 cc (Lithium Salicylate 30% 
and tutocaine 1%). 


4. Tetradecyl sulphate (STD) - The solation 
is now used for injection therapy of varicose 
veins. The quantity of STD used for hydro- 
cele depends upon the quantity of hvdro- 
cele fluid, Usually 25 - 50 cc is used. 


The principle of Selerosant therapy: 


The selerosant fluid proQuces an aseptic 
inflammatory reaction of the whole serous lin- 
ing of the hydrocele sac. This reaction eventu- 
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ally causes the opposing walls to adhere firmly 
with the result that the sac is oblitrated by 
fibrous tissue. | 


Technique of selerosant injection: 


The injection is to be done under strict 
aseptic precautions. The local area is surgically 
prepared. The hydrocele fluid is aspirated 
from the uppermost part of the hydrocele sac 
to avoid leakage of sclerosant out of the 
puncture hole. After completely aspirating the 
hydrocele fluid the testis and epididymis are 
palpated to exclude any underlying pathology. 
For both aspirations of hydrocele fluid and 
injection of selerosant, a 19-21 gauge needle 
is sufficient. Depending upon the quantity of 
hydrocele fluid aspirated the selerosant fluid 
is injected with the sac. 


On the night of the injections and possibly 
during the next day, the injected side may be 
tender and slightly swollen. The pain may 
radiate upwards to inguinal region. During first 
2-3 weeks after the injection there may be hard 
and tender swelling on the affected side and 
it will subside eventually during a course of 
6-8 weeks. A second and third aspiration and 
injection may be necessary in some cases. 


Complications: 


|. Local reaction may be severe. 


rho 


. Sloughing of the skin and the covering of 
the testis. 


a9 


. Testicular slough formation. 
Causes of failure of selerosant therapy 


1. Incomplete evácuation of the hydrocele 
fluid making the selerosing fluid diluted. 


2. A loculus may remain untapped. 


3. An insufficient quantity or unsuitable 
selerosing solution is used. 


(Dr. P. Sivalingam) 









138 


Correspondence 





Dr. C. Az. Natarajan, 
Anjugramam, 
Kanyakumari, T.N. 


May I be permitted to bring a few lines 
quoted in the М.Г.М.5. India to your kind 
notice regarding "Ginseng?" 


Prior to that, your August '89 edition (Vol 
86 No 8) carries an abstract regarding com- 
parative evaluation of the effects of Geriforte 
and Panax Ginseng’ on anoxia tolerance in 
mice. 


The note regarding Ginseng, written to 
M.I.M.S. India (June 1989 Vol 9 No 6) by Dr. 
G. C. Maheswari of Kota was given below; 


Contents 
Ginseng - А note of caution 


Now that Ginseng is being widely pre- 
scribed, it is relevant to consider the following 
sentences from 'MANSON'S TROPICAL 
DISEASE 19 TH ED (1987) 


“Тһе roots of Panax Ginseng (Araliaceas) 
have been used in China & Korea for centuries 
in the belief that they counterfatique and stress 
and confer health, virulity and longevity. Al- 
though the pharmacological basis for the rep- 
resentation is slender GINSENG is at present 
enjoying a vogue worldwide. Several species 
of Panax are cultivated extensively but the drug 
is expensive and is found frequently' adul- 
terated’ with ‘eleutherococeus (Russian) man- 
dragora', Rauwuolfia and other roots. Ginseng 
extract contains a complex mixture of sugar, 
steroids, saponin - glycosides. Side effects: In- 
duce central nervous excitation, nervousness, 
tremor, oestrogen like effects and perhaps 
hypertension. 


Reply 
À note of caution in use of panax ginseng 


The excessive use of the very popular root 
(the spirit of life, the staminator, the adapto- 
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gen and anti-stress agent Panax ginseng, re 
cently marketed in India) in large doses persis- 
tently for long periods, caused a corticoid like 
syndrome, “Ginseng Abuse Syndrome", in 
about 10 percent cases characterised by 
oedema, hypertension, sleeplessness, skin er- 
uption and morning diarrhoea. Besides this, 
in China large doses of 50 gm of root taken 
orally daily for days resulted in insomnia, ner- 
vousness and loose stools, abrupt withdrawal 
results in hypotension, weakness and tremors. 
(Siegel R.K., 1979). Russians advocated 
another plant adaptogen Eleutherococcus sen- 
ticossus (The Siberian Ginseng) and have 
found out its unit of anti-stress activity and 
have clinically used it in more than 10 million 
persons over a period of S'years in varied medi- 
cal conditions and have seen its useful effects 
(Prof. I.I. Brekhaman's 50 years work on the 
subject). I have personally studied several In- 
dian plants mentioned as vitalisers, re- 
juvinators and tonics in ‘Ayurveda’ for anit- 
stress activity and have found Ocimum 
sanctum (Tulsi) leaves and withania somnifera 
(Ashwagandha) roots to be superior to both 
Panax ginseng and Eleutherococcus senticosus 
so far anti-stress activity in animal models and 
clinical effect in man are concerned. Geriforte 
a compound herbal durgs is quite innocuous 
and has shown anti-stress activity. The side 
effect in Ocimum sanctum are nil. One impor- 
tant point may be noted here that anti-stress 
“adaptogenic” activity of Panax ginseng or any 
other agent of this group can be evident in 
very small doses i.e. 1/200 of the dose which 
can produce a visible pharmacological effect. 
Thus, if this dose schedule is maintained the 
chances of side effects may be minimal to nil. 
Further, the effect of these agents becomes 
clear only in individuals who have got pro- 
nounced aging symptoms of fatigue etc. due 
to old age or in those who have"unadapted- 
stressful life with low immunity etc. In normal 
healthy young people the drug may play a role 
of placebo, or cag act as a preventive for some 
of the viral diseases as these agents are im- 
muno-modulators and interferon inducers. 
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But these effects cannot be judged im- 
mediately as is possible with antibiotics and 
pain killers. General stimulant effect of caus- 
ing insomina can be minimised with small 
doses and actually the drug induces sleep in 
aging patients with insomnia, stimulant action 
is not like amphetamine like which reduces 
physical endurance and induces insomnia. 
However, Tulsi, Ashwagandha and 'Geriforte' 
are mild sedatives in large doses but small 
doses improves stamina without sedation. 
These have beneficial effects on metabolism 
and act as a anti-oxidant. 


Regarding presence of a variety of sub- 
stances іл the plant drugs, it may have no bear- 
* * * 


ing on the evidence of pharmacological effects. 
One plant leaf can contain more than 300 inor- 
ganic and organo-biochemical substances, but 
majority of them smear out ill effects of each 
other and the overall useful medicinal effect 
is the sum of the effect of those substances 
only, which by-pass this antagonism and pro- 
duce the desired effect. This balanced situation 
is not only true for Panax ginseng but for all 
herbal medicinal drugs. 


References 


1. Siegel, R. K. Jour. Am. Med. Ass. 'Ginseng Abuse 
Syndrome’ 241, 1614-14 (1979). 
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PRODUCTS WITH THE KNACK FOR EXCELLENCE IN ANTI- 
INFLAMMATORY ANALGESIC THERAPY. 


NAC-50 ..... 


(Diclofenac Sodium 50 mg. tablet for initiating the therapy) 


A novel Anti-Cyclooxygenase, Anti- 
lipoxygenase recognised for its efficacy and 
exceptional safety profile. 


NAC-SR .... 


(Diclofenac Sodium 100 mg. sustained release tablet for 
maintenance therapy) 


Specially designed for long term therapy in 
Жж Rheumatoid Arthritis 

* Ankylosing spondylitis 

* Osteoarthritis 
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Ectopic pregnancy 


The incidence of ectopic pregnancy has in- 
ereased in recent years in several industrialised 
eountries. Ectopic pregnancy still accounts for 
about 10% of maternal deaths, even in de- 
veloped countries with immediate access to 
blood transfusion, complex diagnostic tests, ul- 
trasonography, and surgery. 


The causes of ectopic pregnancy are com- 
plex. but previous pelvic sepsis, an earlier ec- 
topic pregnancy, and tubal surgery are as- 
sociated with ectopic pregnancy. The recent 
explosion of pelvic inflammatory disease has 
resulted in a dramatic increase in reported 
eases, and sexually transmitted disease ac- 
counts for up to four fifths of tubal infectiorrs 
m women under 25. The tubal infection is usu; 
ally polybacterial and may be asymptomatic 
er mild. 


The classic clinical picture of ectopic pre- 
gnancy amenorrhoea of eight to 10 weeks, se- 
vere abdominal pain, abdominal tenderness, 
and possibly an adnexal mass with shock if the 
pregnancy has ruptured-has changed in recent 
years. 


In recent studies up to 97% of patients com- 
plain of pain even before tubal rupture, and 
amenorrhoea or a history of abnormal 
menstruation. Abdominal tenderness is pre- 
sent in most cases. Some patients may have 
an adnexal mass on the side opposite the ec- 
topic pregnancy, usually a corpus luteum cyst. 


The history and clinical signs of ectopic рге- 
gnancy may be the same as in' other 
gynaecological conditions such as salpingitis, 
a ruptured corpus luteum cyst, or even 
threatened or incomplete miscarriage. An ec- 
topic pregnancy may also have to be consi- 
dered in the differential diagnosis of appen- 
dicitis, endometriosis, a degenerating fibroid, 
and dysfunctional uterine haemorrhage. 


It is essential to back up the diagnosis with 
investigations like blood progesterone con- 
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centration, a pregnancy test, a specific test for 
B human chorionic gonadotrophin, culdocen- 
tesis, pelvic ultrasonography, and laparos- 
copy. The newer pregnancy tests on urine that 
use monoclonal antibodies have greater sen- 
sitivity and seem to be useful in diagnosing 
ectopic pregnancy, serum radioimmunoassay 
is more sensitive still. Normal intrauterine preg- 
nancy is associated with a doubling of human 
chorionic gonadotrophin ^ concentrations 
within 1.4 to 2.1 days in early pregnancy. Only 
two thirds to three quarters of cases of ectopic 
pregnancy could be diagnosed with this 
method. Recently ultrasensitive immuno- 
fluorometric assays have been developed that 
require only 10 minutes incubation time and 
are simple to use. 


Serum progesterone concentrations are 
also lower in ectopic pregnancy than in normal 
pregnancy. Intrauterine pregnancies have val- 
ues above 15 mg/ml; abnormal intrauterine 
pregnancies (eventually ending in spontaneous 
abortion) have values lower than 15 mg/ml. 


Needle aspiration of the pouch of Douglas 
through the posterior vaginal fornix has been 
widely used. A positive diagnosis depends on 
aspirating non-clotting blood with a haemato- 
crit value of over 5-10%. Unfortunately false 
positive results vary from 5% to 10% because 
of a ruptured corpus luteum, retrograde 
menstruation, incomplete abortion, or en- 
dometriosis. False negative results are also 
high. 


Pelvic ultrasonography has been used for 
many years in,the early diagnosis of in- 
trauterine pregnancy, but limited in its applica- 
tion to tubal pregnancy. А pseudogestation 
sac may be visible inside that uterus with an 
ectopic pregnancy but this is present in only 
5-19% of patients. 


Another appearance on ultrasonography 
may be a complex mass that is solid or cystic 


THE ANTISEPTIC —— | 141 








and represents a pelvic haematocoele. Free 
fluid in the peritoneal cavity, especially in the 
pouch of Douglas or higher in the pelvis, is 
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often diagnostic of ectopic pregnancy but than 90% of patients. 
needs to be differentiated from the smaller 


volumes of fluid that occur, for example, with 
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* * * * * * 
The HYPER Therapy Program for Tre^tment of the Сс посоѕе Near Drowning child.: 
Hyperhydration: 


Fluid restriction to one half daily maintenance. 
9. Diuretics: mannitol, 0.25 - 1.0 g/kg; furosemide, 0.5-1.0 mg.kg 
3. Therapy guided by intracranial pressure (<15) central venous pressure (2-4 mm Но) 
or pulmonary capillary wedge pressure (< 2) (cardiac index, 2.0-2.5 Umin/m*) 
e 


Hyperventilation 


1. PaCO, between 25 and 30 mm Но, raise РоО to above 150 mm Ho. 


2. Positive end expiratory pressure to lower fraction of inspired oxygen, which would 
cause lower pulmonary risk of Ogtoxicity and barotraumas. 


2. Rotobed, frequent position changes (this decreases the risk of major ventilation/perfu- 
sion abnormalities due to atelectasis from prolonged neuromuscular paralysis) 


Hyperpyrexia 
1. Acetaminophen (10 mg/kg) to prevent temperature rise. 


2. Cooling blanket (keep temperature of blanket at 30+ 1+0) 


3. Muscle reloxants to prevent shivering. 
Hyperexcitability 


1. Perform electroencephalogram early during admission. 


2. Anticonvulsants (diphenylhydanation) is the drug of choice because it does not affect 
neurologic examination and inhibits secretion of antidiuretic hormone. 


3. Barbiturate coma (daily measurement of serum barbiturate levels should be obtained 
to achieve the goal of 75-100 mg/l) phenobarbitone dose on day 1 is 50 mo/kg, and 
on day 2 it is 25 mg/kg. 


4. Steroids: dexamethasone (loading dose 0.2 mg/kg and maintenance dose, 0.1 mg/kg) 
Hyperriqiditu ы 
Neuromuscular paralysis 


(New чок State of Med. Aug.88) 
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pelvic inflammatory disease and at ovulation. 
Laparoscopy allows good visualisation of the 
pelvis and provides a positive diagnosis in more 


(BMJ Vol 297 10 Sept '88) 
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The management of bleeding by effective 
antihaemorrhagic measures is a daily need in 
the practice of any doctor, in all fields of specialisation. 















Ethamsylate 


The antihaemorrhagic 






For the prevention and 
treatment of 
microvascular haemorrhage. 











Manufactured in India by: . 


DOLPHIN LABORATORIES LIMITED 


41/2B, SARAT BOSE RD, CALCUTTA-700 020. 







Under License from : “ОМ Laboratories Ltd. Geneva Switzerland. OM 








THE ANTISEPTIC MARCH 1990 A31 


Gleanings 


Tic douloureux 


Trigeminal neuralgia is a disorder charac- 
terised by short, paroxysmal, lancing facial 
pain, restricted to the distribution of the fifth 
cranial nerve (second and third divisions). The 
term ‘tic douloureux’ has been applied to this 
disease because the pain reflexly evokes 
spasms of the facial muscles on the affected 
side. It affects females more than males, usu- 
ally in the sixth to the seventh decade. The 
condition was once thought to be idiopathic 
but underlying abnormalities are common. 


Multiple sclerosis is a recognised cause in 
2 per cent of cases, but these patients are usu- 
ally younger. Herpes zoster and trauma have 
also been Known to cause the disorder. The 
diagnosis is made from a careful history, and 
is confirmed by a food rasponse to carbame- 
zcepine within 24 hours. 


The decision to start alternative therapy 
should not be delayed too long because chronic 
pain can lead to weight loss, depression and 
sometimes habituation to analgesics and alcohol. 


Alternative medication includes pheny- 
toin, baclofen and chlorphenesin carbamate. 
Physical treatment used to include alcohol in- 
jection into the peripheral part of the nerve, 
and this can relieve the pain for upto 16 
months. Avulsion of a branch of the trigeminal 
nerve is more effective, but at the expense of 
loss of facial sensation. Transection of the sen- 
sory root has been undertaken with variable 
success. Lesions produced in the Gasserian 
ganglion cause more sensory loss. with resul- 
tant anaesthesia dolorosa making the patient 
miserable. . 


More selective lesions сап now be pro- 
duced by percutaneous radiofrequency trigem- 
inal necrolysis. A short-acting anesthetic is 
given for ‘the initial stages of the operation. 
When the patient becomes conscious, the elec- 
trodes are manocuvered to the right position 
according to the facial sensation produced. In 
this wav, the appropriate pain fibres are des- 
troved and light touch fibres preserved. The 


recurrence rate is 2 percent and the complica- 
tions of corneal anaesthesia and anaesthesia 
dolorosa are much lower than in the previous 
procedures described above. Another proce- 
dure, microvascular decompression, is appro- 
priate in vounger patients for long-term relief 
of pain. 


(The Practitioner, 8 March 1989 Vol. 233) 


* * * * 


Mackel's Diverticulum 


Meckel’s diverticulum results from failure 
of complete obliteration of the vitelline or om- 
phalomesenteric duct. It arises from the an- 
timesenteric border of the ileum and in adults 
is usually situated about 60 cm but sometimes 
up to 1.30 m proximal to the ileocecal valve. 
It is the most common congenital anomaly of 
the gastointestinal tract occurring in 0.8-4% 
of the population with a male: female ratio of 
2:1 and carries a 4.2% chance of causing dis- 
ease during an affected individual’s lifetime. 
More than 80% of cases are discovered inci- 
dentally at surgery, postmortem examination 
or roentgenographic examination. Such diver- 
ticula possess all three coats of the intestinal 
wall and the mucosal lining is similar to that 
of the adjacent ileum. Heterotrophic mucosa 
occurs in 16.4% and 34% of incidentally en- 
countered Meckel’s diverticuli and symptoma- 
іс Meckel's diverticuli, respectively. Тһе 
heterotrophic mucosa is mostly gastric and the 
remainder includes pancreatic, duodenal, je- 
junal, biliary and colonic tissues. The frequent 
complications of Meckel's diverticulum are 
obstruction of the small intestine, acute inflam- 
mation, lower Sastrointestinal bleeding. and 
perforation, which account for more than 9096 
of symptomatic cases. Other rare complica- 
tions include leiomyoma, leiomyosarcoma, 
and. carcinoid tumor. A case of massive 
hematemesis and megaloblastic anemia com- 
plicating Meckel's diverticulum has also been 
reported. - - | 
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Meckel's diverticulum cannot usually be 
demonstrated satisfactorily by -X-Ray while 
Tc-pertechnetate scintigraphy can detect ec- 
topic gastric mucosa. A careful barium de- 
monstrates the lesions. 


Complete recovery from anemia and im- 
provement of other associated symptoms in- 
culding behavioral abnormality, poor scholas- 
tic performance, and pica results after the re- 
section of the diverticulum. 


(Asian Medical Journal Vol. 31 Aug. 88) 
ж ж ж 
А single seizure 


In 1881 Gowers concluded that when one 
seizure has occurred others usually follow. 
General practitioners, casualty officers, 
neurologists, and paediatricians commonly see 
patients who have had a single seizure. Some- 
times it has occurred because of alcohol or 
drug abuse, acute metabolic disturbance, acute 
cerebral disease or injury or (especially in chil- 
dren) fever. More often, however, none of 
these factors are present and the seizure is 
regarded as unprovoked, although various re- 
flex mechanisms, changes in sleep pattern. and 
emotional stress may be overlooked. 


In Britain most patients are not treated 
after a single seizure ой the principle that а 
single seizure is not epilepsy. though in the 
United States two thirds of patients are 
treated, perhaps for medicolegal reasons. 


[n a multicentre studv of patients present- 
ing to neurological departments in Britain. 
Hopkins et al confirmed that most single sei- 
zures (94%) are tonic-cloni¢ attacks. Partial 
attacks are usually more frequent. May occur 
in clusters, and intially are often not recognised 
as seizures: they thus present to doctors as a 
single event much more rarely. A substantial 
minority of patients with tonic-clonic attacks 
also seek advice only after two or more sei- 
zures. Іп patients presenting with a single sei- 
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zure the rate of recurrence has been reported 
to vary between 27% and 71% after three years 
of follow up. 


All the studies agree that relapse occurs 
most often within the first year of follow up. 
Іп patients with established epilepsy the sec- 
ond attacks follow the first within one month 
in one third of patients. Epidemiological and 
general practice studies support the view that 
in most patients seizures are recurrent. 


Overall there is a high rate of relapse after 
a single seizure; but for the individual patient 
the probability of recurrence falls in propor- 
tion to the time between the seizure and pre- 
sentation to a hospital clinjc. Early relapse re- 
sults in presentation to neurologists or paediat- 
ricians with epilepsy. Whether the patient with 
a single attack should be treated with an an- 
tiepileptic drug has never been adequately in- 
vestigated. Among other factors, the decision 
may be influenced by how soon the patient. is 
seen. The earlier the patient is seen the higher 
the probability of recurrence and so perhaps 
the greater the need for treatment. Because 
of the suggestion that early treatment may pre- 
vent chronic epilepsy there is an urgent need 
to study the management of patients with a 
single attack. 


(BMJ Vol. 297. 3 Dec. 88) 
* * * 
Benefits from oily fish 


Greenland Eskimos and the Japanese have 
a higher intake of fish and a lower incidence 
of mvocardial infarction than Western popula- 
tions. A study from the Netherlands has shown 
an inverse dose response relation between fish 
consumption in 1960 and death from coronary 
artery disease during the next 20 Vears. 


These observations have led te clinical and 
laboratory studies of whether eicosapen- 
taenoic acid and docosahexaenoic acid modifv 
inflammatory and immune responses. 
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The fat in fish is rich in the long chain 
polyunsaturated fatty acids eicosapentaenoic 
acid and docosahexaenoic acid. Oily cold 
water fish such as mackerel and herring from 
the Atlantic contain the largest amounts of 
these facty acids. The acids may be beneficial 
in coronary artery disease, partly because of 
their hypolipidaemic effects. In two studies 2- 
3 of the acids daily over four weeks reduced 
serum concentrations of cholesterol, low den- 
sity lipoproteins, and triglycerides. Fish oil 
may also prevent coronary artery disease by 
inhibiting the activity of the cyclo oxygenase 
pathway, which metabolises arachidonic acid 
to . prostglandins and | thromboxane 
A,Eicosapentaenoic acid is both a substrate 
and an inhibitor 6f the pathway, whereas 
docosahexaenoic acid is simply an inhibitor. 
Thromboxane Аз derived from eiosapen- 
taenoice acid is less active in aggregating 
platelets than conventional thromboxane A;. 
In contrast, prostaglandin I, derived from 
eicosapentaenoic acid and prostacyclin are 
equally active in their anticoagulant prop- 
erities and potency in relaxing vascular smooth 
muscle. Thus anticoagulant activities are pre- 
served while platelet aggregating properties 
are reduced by eicosapentaenoic acid, which 
should ifhibit platelet deposition on vascular 
endothelium. This might explain the pro- 
longed bleeding time and reduced platelet 
aggregation seen in Greenland. Eskimos com- 
pared with Danish volunteers. 


Not only coronary artery disease but also 
certain chronic inflammatory and immunolog- 
ical diseases such as rheumatoid arthritis, 
psoriasis, and asthma are less common if 
Greenland Eskimos than in other Western 
populations. 


Eicosapentaenoic acid, it seems, competes 
with arachidonic acid not only for metabolism 
by the cyclo-oxygenase pathway but also for 
metabolism by the lipoxygenase pathway to the 
leukotrienes. Leukotrienes are a family of 
molecules that have potent proinflammatory 
properties. Leukotriene B, elicits chemotaxis 


of neutrophils, wherease leukotrienes C4, D4 
and Е, (which comprise what was previously 
recognised as the slow reacting substance of 
anaphylaxis) enhance vascular permeability 
and contract smooth muscle. Eicosapen- 
taenoic acid is metabolised by the lipoxygenase 
pathway to leukotrienes Bs, Cs, Ds, and Es. 
Leukotriene В; has only 1-10% of the activities 
of leukotriene B,, whereas leukotrienes Cs, 
Ds, and Es. are as effective in contracting 
smooth muscle as leukotrienes C4, D4, and 
E4. Dietary supplementation with 3g 
eicosapentaenoic acid and 2g  docosa- 
hexaenoic acid daily for six weeks redu- 
ces the capacity of neutrophils and mono- 
cytes to produce the inflammatory mediators 
leukotriene B, and platelet activating factor 
and inhibits both the cells response in 
chemotaxis and endothelial cell adherence. 
Dietary supplementation with fish oil lipids 
may thus have anti inflammatory effects. 


Double blind and placebo controlled trials 
have now been completed of increasing the 
eicosapentaenoic acid in the diet to treat 
rheumatoid arthritis, psoriasis, atopic der- 
matitis, and bronchial asthma. Eicosapen- 
taenoic acid provides subjective impovement 
in patients with active rheumatoid arthritis and , 
psoriasis. 


In patients with atopic dermatitis fish oils 
led to a mild improvement in cutaneous scal- 
ing, itch, and overall subjective assessment of 
severtity. In patients with asthma fish oil lipids 
may inhibit the late phase asthmatic response 
(the inflammatory component of the asthmatic 
reaction) after inhalation of an alergen. 


Adding eicosapentaeonic acid to the diet 


will lead to it being incorporated into mem- 


branes and tissues, which may result in impor- 
tant changes in cellular biochemistry and func- 
tion and may provide some benefit in selected 
disease. Coronary artery disease is the condi- 
tion that is most amenable to this dietary mani- 
pulation, but whether the benefit is sufficient 
to replace to or reduce drug treatment in any 
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condition remains to be seen. 
(BMJ Vol. 297 3 Dec. 88) 
* Ж 7о% 
Dietary advice Гог lowering plasma cholesterol 


Overall at 1% reduction in plasma choles- 
terol concentration in middle aged men should 
result in a 2% reduction in the incidence of 
coronary heart disease. The reduction should 
benefit men aged under 50 more than older 
men. The indications for measuring plasma 
cholesterol concentration, which include а 
family history of cardiovascular disease below 
the age of 50, have been specified, and the 
aim should be to reduce cholesterol concentra- 
tions 5.2 mmol/l towards this value. For people 
with plasma cholesterol concentrations of 5.2- 
6.5 mmol/l dietary advice and correction of 
other risk factors are appropriate whereas 
‘those with plasma concentrations>6.5 mmol/l 
need more intensive dietary intervention and 
follow up. Plasma cholesterol concentrations 
increase with age, reaching a plateau in the 
fifth decade in men but continuing to increase, 
at least up to the age of 60, in women. 


In most patients with moderate hyper- 
cholesterolaemia the plasma cholesterol con- 
centration can be reduced by fairly simple diet- 
ary measures. But if these measures are insuf- 
ficient, particularly in patients with plasma 
cholesterol concentrations >7.8 mmol/l, general 
practitioners need to be aware of the role of 
drug treatment. 


The two main dietary factors that influence 
plasma cholesterol concentration are fat intake 
and energy balance. In overweight patients 
plasma cholesterol concentration usually falls 
with loss of weight. A decrease in the intake 
of saturated fatty acids, provided mainly by 
dairy fat and fatty meat, is the most important 
element in a diet to lower cholesterol. Satu- 
rated fats should be limited to less than 10% 
of the energy intake. Their replacement with 
either monounsaturated or polyunsaturated 
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fatty acids is effective in lowering low density 
lipoprotein cholesterol concentration. Most 
authorities advocate reducing the proportion 
of energy derived from total fat from the cur- 
rent average of about 40% to about 30%. De- 
creasing the proportion of energy from at much 
below this level, has the potentially undesira- 
ble effect of lowering the concentration of high 
density lipoprotein cholesterol and decreases 
the palatability of the diet. Dietary cholesterol, 
which is mainly provided by eggs, has only a 
small effect on plasma cholesterol concentra- 
tion. Fish oils have little effect on plasma 
cholesterol concentration at the doses com- 
monlly used and may even increase low density 
lipoprotein concentration in some patients. 
They are thought to protéct against coronary 
heart disease by mechanisms independent of 
plasma cholesterol concentration. 


Several important and commonly help mis- 
conceptions include an exaggerated belief in 
the importance of dietary cholesterol, confu- 
sion about the role of polyunsaturated fats, a 
tendency to recommend weight reducing diets 
to non obese subjects, and an inability to focus 
on dietary issues relevant to lowering saturated 
fatty acid intake. Advice about dietary change 
should not be cast in a negative light. Instead 
increased consumption of fruit, vegetables, 
and fish should be advocated together with, 
in nonobese subjects, replacement of energy 
from saturated fatty acids by unrefined car- 
bohydrates and unsaturated fatty acids. 


Dietary changes that will considerably re- 
duce the intake of saturated fatty acids include; 
changing to skinfmed milk, eating less cheese 
and'using low fat cheese, changing from butter 
or ordinary margarine to a low fat spread or 
a margarine high in polyunsaturates, changing 
from hard cooking fats to liquid vegatable oils 
low in saturated fats (rapeseed, olive, 
sunflower, safflower, corn, and soyabean oils) 
and choosing lean cuts of meat and fish. Gril- 
ling rather than frying food can also be help- 
ful. 


(BMJ Vol. 298 17 June. 89) 
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Haemolytic uraemic syndrome 


The haemolytic uraemic syndrome is а 
оттоп cause of acute renal failure in children 
and is increasingly recognised in adults. 
Sporadic cases and small epidemics occur. The 
syndrome is characterised by a microan- 
giopathic haemolytic anaemia, throm- 
bocytopenia, and renal failure. Most affected 
children (up to 88%) have the “classic” syn- 
drome with prodromal diarrhoea that is usually 
bloody. Many causes of the syndrome, mainly 
infectious agents, have been proposed, but re- 
cently a strong association has been found be- 
tween the haemolftic uraemic syndrome and 
enteric infection with verocytotoxin producing 
Escherichia coli. These organisms, also known 
as enterohaemorrhagic E. coli, are associated 
with clinical conditions ranging from self limit- 
ing diarrhoea ‘to bloody diarrhoea with 
haemorrhagic colitis and the haemolytic 
uraemic syndrome. Verocytotoxin (Shiga-like 
toxin) is also produced by shigella dysenteriae 


type I 


The toxin consists of a bioligically active 
subunit A linked to B subunits, which bind to 
specific receptors. Once attached to the cell 
surface subunit A enters the cell and inhibits 
protein synthesis by inactivating 60s ribosomal 
subunits, which leads to cell death. 


An infective cause for the haemolytic 
uraemic syndrome has long been suspected be- 
cause of its seasonal distribution, the occur- 
rence of small epidemics and person te person 
transmission, and its common association with 
prodromal gastrointestinal illness. Much of the 
pathology of the syndrome suggests that it is 


* * * 


associated with a toxin, and evidence ta impli- 
cate verocytotoxin has accumulated. 


The two pathogens most consistently as- 
sociated with the syndrome, some serotypes 
of E.coli and Sh. dysenteria, both produce 
high cofcentrations of verocytotoxin. Ver- 
ocytotoxin is found in faeces, and patients with 
the haemolytic uraemic syndrome may de- 
velop specific antibodies that neutralise the 
toxin. 


Verocytotoxin has been shown 10 be 
cytopathic to cultured endothelial cells. It also 
causes the release of endothelial cell factor 
VIII large multimetric forms of factor VIII 
that is found in the plasma of patients with the 
acute phase of the haemolytic uraemic syn- 
drome and returns to normal on clinical recov- 
ery. These large forms of factor VIII promote 
platelet aggregation thrombotic lesions, and 
thrombocytopenia. А potent platelet 
aggregating activity, which is independent of 
factor VIII, is also known to develop on in- 
cubating verocytotoxin with normal plasma. 
Although the red cell fragmentation and 
haemolysis seen in the haemolytic uraemic syn- 
drome are widely believed to be caused by 
mechanical injury, verocytotoxin might be the 
cause because red cell membrances have re- 
cently been found to contain specific vero- 
cytotoxin receptors. 


These advances raise as many questions as 
they answer, and a clear model to explain how 
verocytotoxin is associated with the haemolytic 
uraemic syndrome is still awaited. 


(BMJ Vol. 298 14 Jan. 89) 


* * * 
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For further details, please write to :- 


$ 5НЕТППІГ Laboratories Pvt. Ltd., 
16/4 Milestone, Mathura Road, Faridabad-121 002. 
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100%, EFFECTIVE ABORTIFACIENT 


Widely accepted safe and sure method 
of M. T. P. 






Dilates cervix automatically, expels 
product of conception without compli- 
cations within 6-24 hours. 






PRESENTATION AND PRICE 
1 Packet of 10 N. T. T. Rs. 40-00 
12 Packets of Ne T. T. Rs. 450-00 
Taxes and other charges extra. 


CEA TANGLE TENT 1 
PAINLESS CERVICAL DILATOR 


© Sterilisable like imported Laminaria 
Tents. 

© Complete cervical dilatation within 
6 hours. 

© Causes no scratches on cervical 

tissues. 











PRESENTATION AND PRICE 
| 4 Packet of 10 С.Т.Т. Нв. 50-00 
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IN DEVELOPING COUNTRIES 
Kalyan Bagchi Price : Rs. 45.00 
MEDICAL JURISPRUDENCE 
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A HANDBOOK OF 


CLINICAL PATHOLOGY 


Chakravarti & Bhattacharya 
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British Medical Association 
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Tract infections 
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rates in venereal 
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in Gonococcal diseases: 
and non- Gonorrhoea, 
gonococcal Syphilis 
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Poonam Chambers “В” Wing, Bombay 400 018. 
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Hand book of common clinical emergencies 


Murali Ariga, 
Madhu S.Gowda, 
J.K. Gangadhara Sundar 


Publications: Affliated East-west press (P) Ltd, 
5. General Patters Road, 
Madras - 600 002. 


Price: Rs.100/- 


This handbook on emergency therapy is 
well written and easy to follow. This will be 
of immense help for the house officers and 
also for the general practitioners in managing 
acute medical. surgital and obstetric problems. 


The chapter on toxicologv is very useful in 
the management of acute poisons. The section 
on individual drugs тау be useful as a ready 
reference in knowing the action, interaction 
of the individual drugs. 


(Dr.N. Kasirajan) 
* * * 


Aids to Microbiology and infectious diseases 
R.A.V. Benn 


Publishers: Churchill Livingstone, 
London. 


Publications: B.I. Publications (P) Ltd. 
Promotion Department. 
61-63, Lakshmi Bldg.. 
4th floor, Sir РМ. Road. 
Bombav - 400 001. \ 


Price: £ 1.75 
Year: 1985 


This book has given exhaustive coverage of 
‘all aspects of microbiology and infectious dis- 
ease. The presentation is very brief, without 
sacrificing the essentials. I? is factual, giving 
an emphasis on practical aspects and is easy 
te read. However one notable omission especi- 
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ally to Indian readers, is a discussion on 
Parasitology. The authors have been successful 
in achieving brevity without sacrificing clarity. 
The medical students especially those who are 
taking competitive examinations, will find it 
an useful aid for reading microbiology. 


The postgraduate students of medicine and 
general practitioners will find it an usefull 
guide to update their knowledge in microbiol- 


ogy. 
It is priced low and is easily affordable. 
(Dr.A.Uma) 


* * * 


Notes on medical bacteriology 


Douglas Sleigh 
Morag C.Timbury 
Publishers: Churchill Livingstone, 
London. 


Publications: B.I. Publications (P) Ltd. 
Promotion Department, 
61-63, Lakshmi Bldg.. 
4th floor, Sir P.M. Road. 
Bombay - 400 001. 


Price: £ 3.50 


Year: 1986 

This book is very comprehensive, covering 
all aspects of medical bacteriology besides 
selected topics on mvcology and parasitologv. 
The diagram and,tables are illustrative and the 
colour photographs are clear. The emphasis 
on applied aspects will be found useful not 
only by medical students but also genera! prac- 
titioners. It would have been more useful for 
Indian students if a brief description on life 
cycle of parasites had been added. Likewise, 
the book appears incomplete without chapters 
on immunologv and virologv. 


м. 
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Book Review 


This book will be of immense use to prac- 
titioners to keep them abreast of current trends 
in bacteriology and the undergraduate stu- 
dents will find it useful as a quick reference 
and for revision. 


(Dr. A. Uma) 





humanity and compassion of the attending 
doctor. 
* 
The book is well planned into chapters for 
pain control (the most distressing aspect of 
terminal illnesses wherefrom patients pray for 


deliverance), control of other symptoms, 
emergencies in terminal care, diet, spiritual 
needs, etc. 


* * * 
Demiciliary Terminal Care 
Derak Doyle 
Publishers: 


A Chapter on aids, appliances for the care 
of terminally ill is instructive and a Chapter 
on the handling of bereavement in the family 
and the tragedy in the patient when a diagnosis 
illness is made, are discussed with deep under- 
standing of the situation. 2 


Churchill Livingstone 
London 


Publications: B.I.Publications, 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, Sir P. M. Road, 
Bombay 400 001. 


Price: £ 6.95 


This book is worth reading and possessing 
by all practising doctors - since invariably, 
handling of terminal illness will be his respon- 
sibility sometime or other. 

Care of patients in their terminal illness 
calls for the mobilisation of al! the skills, (Dr.K.V.Thiruvengadam) 


* * * * * * 


RIDS (acquired immunodeficiency syndrome) is a clinical manifestation of serious cel- 
lular immunity damages caused by НІМ, human immunodeficiency virus, and is featured 
by its chronic but progressive nature and poor prognosis. Once infected with HIV, one 
has to expect to develop AIDS within 15 years. HIV is tranamitted through sexual contacts 
or infusion of blood of blood products. Sofety of the blood supply moy be ensured bu 
screening the donated blood. HIV belongs to the subfamily Lentivirainae of family Re- 
troviridae and is featured by high rate antigenic druft in envelope proteins and coexistence 
of infectious virus and high titer antibody in the infected individuals. Epidemiological 
patterns of AIDS epidemics are divided into two major ones, the first €uto-American one 
transmitted mainly through male homosexuality and i.v.drug abuse, and the second Africa 
one transmitted by heterosexual contacts. Children born to HIV-infected mother have 
possibilities higher than 50% to be infected by the first birthday and develop AIDS within 
shorter periods than elderly cases. More than ten million people have already been 
infected by HIV and prevention of the further spread from those people is most urgently 
needed globally. Develdpment of vaccine or chemotherapeutics against AIDS and HIV 
infections is regarded to be extremely difficult at present, prevention and control by 
proper supply of correct informations and counseling to avoid the risk behaviors are only 
measures now available. 


(Asian MedJ. 32(3), 1989) 


* * * * * * 
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Coming in Мау 1990 .................... (Churchill Livingstone) 


The Student's textbook for the 1990's and beyond ............. 
TEXT BOOK OF MEDICINE ISE 
Edited by R L Souhami and J Moxham DUE 


With 29 contributors 
Мау 1990, almost 1200 pages, 450 two colour-line illus., 
200 halftones, 18 full-colour illus., paperback. 


Provides a compherhensive account of clinical medicine incorprating the language of modern medical 
sicience - Undergraduate medical students will find all they need and want from this textbook. 


Top Authors, Selected for their teaching abilities and clincal strenghts. 


Numerous diagrams, graphsand charts to convey informations in a memorable, powerful way. 
Full use of second colour throughout enhancing the text ...................... ua dies 
superbly illustrated. 





FROM B. |. CHURCHILL LIVINGSTONE 


ESSENTIALS OF CLINICAL DIAGNOSIS 
e 1983 9'/. x 7//; 278 pages, 65 illus piel 
S. - 


Edited by: M.M.S. Ahuja 

Dean, Professor of Medicine, All India Institute of Medical Sciences, 
NEW DELHI 110 O29 

With Eminent Contributors 


Highlights: 


e Contents Choice: Emphasis on topics of Clinical significance in the cotext of day-to- day practice | 
of medicine in India 


e Format: Problem-oriented presentation. 


e Main Features:Emphasis on clinical skills in diagnosis/presentation of besides defferential diagnosis 
for clinical situation/Inclusion of relevant supporting investigations only. 


e Supplementary Features: Simple life drawing, flow charts, tables or aglorithms to aid comprehension/ 
Case studies which offer opportunities to develop logical thinking in the total process of handling 
clinical problems and solutions, including summation of findings and important laboratory data. 








Distributors 
B.I. PUBLICATIONS PVT. LTD. 
H.O.: 54, Janpath, New Delhi - 110001 I Promotion Dept. : 61-63, Lakshmi Building, 4th Floor 
Telegrams: “TRIPPLEKEY”, Telephone: 3325313- 17 Sir Phirozshah Mehta Road, Bombay - 400 001 
Telex: 31-63352 BI. FAX. No. 11-3323138 Telegrams: "BRITINST", Telephone: 2860230 
Telex: 11-4537 НІМ 
К Stock-holding Branches 
13, Daryaganj, New Delhi - 110002 13, Govt. Place East, Calcutta - 700 069. 
Telegrams: *BIPUBS", Telephone: 3274443, 3261290 Telegrams: "BRINTIST", Telephone: 288742-288743 
Telex: 31-63352 ВІ 9/10 Agurchand Mansions, 150, Mount Road, Madras - 600 002. 
18, Lansdowne Road, Lansdowne House, Bombay - 400 039 Telegrams: “BOOKWORLD”, Telephone: 861851, 659361 
Telegrams: "BRITINST', Telephone: 2021766, 202296 147, Infantry Road, Bangalore 560 001 e Tel: 70542. 
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The Makers of 
CYPON* 


Announce The Introduction of 


VERTIGON* 
Cinnarizine 25 mg. 
For Treatment of Vertigo and Giddiness due to 
any origin at a highly affordable price. 


LOBAK* 


A combination of Chlormezanone, Ibuprofen & Paracetamol 
A muscle relaxant for Low Backaches and Muscular Catches 
PROMPICIN* 
The Augmented Ampicillin for Rapid Action, 
Prompt Results & Reduced Cost. 
BENCID* г 
Probenecid Tablets for Treatment of Gout and 
as adjunct to Penicillins 


GENO PHARMACEUTICALS LTD 
Karaswada, Mapusa, Goa 403 507. 





Our concern for 


NUTRITION, INFECTION 
& DISEASE 


Found its expression in 


PROVISAR — Granules and Syrup 
AMPISAR — Capsules and Drysyrup 
TRIMSAR D S — Tablets and Paediatric Suspension 


SARVODAYA LABORATORY 
54/57, Siddhapura Ind. Estate, S. Y Road, 
Goregaon (West), Bombay-400 062 
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"^ Glimpse into History | 


The genius of William Stewart Halsted 


Dr. Meera Relan, 

Post Graduate Student M.B.B.S, 
Department of General Surgery, 
Medical College & Hospitals 

88, College Street, 

Calcutta - 700 012. 

West Bengal. 


William Stewart Halsted (1852-1922), Pro- 
fessor of Surgery at Johns Hopkins Medical 
School had a most distinguished surgical 
career. . 


Born іп New York City of well-to-do pa- 
rents, he completing of his medical studies in 
1877, Halsted toured Europe from 1978 to 
1880. There, he visited numerous laboratories, 
clinics and anatomic sessions conducted by 
noted personalities. In 1882, he returned to 
Bellevue Hospital, New York, as a visiting sur- 
geon, where he remained till 1887. A diligent 
surgeon, he performed many procedures, a 
number of which he devised or modified. To 
formulate the concept of local and regional 
anaesthesia, in 1885 he began experimenting 
(at times on himself) with a new alkaloid de- 
rivative of cocaine. Unaware of its addictive 
properties, the addiction grew to a complete 
cessation of all his professional activities. He 
spent two years at the Butler Hospital, Rhode 
Island, attempting to cure his drug habit. In 
1888, apparently cured, he took up a surgical 
post at Johns Hopkins Hospital, Baltimore. 
By 1892, he was Cheif Surgeon and Professor 
of Surgery. "Throughout his life, however, he 
continued to take small doses of morphine. In 
retrospect, without his drug addiction, may be 
he would have remained ire New York as a 
successful Society surgeon and not become the 
giant in surgical procedures from Baltimore. 


From 1889 to 1922 at Johns Hopkins Medi- 
cal School, he made valuable contributions 
that affect every surgeon to date. Based on 
the German system, he introduced the concept 
of a rigorous surgical training program, the 
forerunner of today’s approved residency 
programs. Some of the outstanding surgeons 
trained by him include Harvey Cushing, 
Joseph Colt Bloodgood and Hugh Hampton 
Young. He studied the use of intestinal anas- 
tomosis, vascular operations, wound healing 
and transplantation of the parathyroid glands 
in animals. He developed the operation of rad- 
ical mastectomy and the modern operative ap- 
proach to the repair of an inguinal hernia. His 
original research led to the development of 
local and neuro-regional anaesthesia. He in- 
troduced the use of fine suture material. 


The contribution of surgical rubber głoves 
іп 1889, was based in part оп his desire: to 
protect the hands of his efficient operating 
room nurse, Miss Caroline Hampton who had 
an intolerance to mercuric chloride disinfec- 
tant. He had the Good year Rubber Company 
'of New York make two pairs of thin rubber 
gloves to protect her skin. She became Mrs. 
Halsted in June 1890. The gloves rapidly ac- 
quired universal use through observations that 
its use reduced surgical infection rate. 


In August 1919, he had a cholecystectomy 
for acute calculous cholecystitis which led to 
a post operative biliary fistula and a weight 
loss of 30 pounds. Halsted gradually recovered 
with intensive care. Recurrent cholangitis led 
to a reoperation in late August 1922. A stone 
in the common bile duct was removed. His 
health deteriorated and he died on 7th Sep- 
tember 1922. Following the funeral in Balti- 
more, his home for 30 years, his remains were 
cremated & finally buried іп Greenwood 
Cemetery, New York. The wheel had come 
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full circle. Two months later, Mrs Halsted died over everyone by the sheer strength of his 
of pneumonia. contributions. At the time of his death, he was 


Quiet, simple and unostentatious in his per- a member of the world's most prestigious med- 
sonal life, in the medical world, he towered ical associations and forums. 


* * * * * * 


Retirement resembles diabetes mellitus. It frequently occurs in lote middle life to 
people somewhat overweight. It is а chronic and generally incurable visorder but capable 
of considerable alleviation, in fact if properly managed it may render life more acceptable 
than before. It occurs in two main forms, the complete syndrome in which all work is 
suddenly abandoned (comparable to insulin-dependent diabetes, in which the body is 
totally deprived of insulin) and the incomplete syndrome, like non-insulin-dependent 
diabetes, in which the work load is much reduced but not totally abolished. Non-insulin-de- 
pendent diabetes is not, as we showed years ago, a ‘disease of ageing’ You may live 
to be 100 with excellent tolerance to glucose and similarly some people, misquidedly, 
live to old age without experiencing even the incomplete form of retirément. 


(ЅАМЈ Vol. 75 6, May.89) 


* * * * * * 
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Depsonil' + + Diazepam 


NOW AVAILABLE 


DEPSONIL-DZ 





Our other 
psychopharmacologicals 
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Restores peace to the disturbed mind Depsonil-PM 
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with Indian Postal Order of Rs.10/- to: For particulars, please 





contact manufacturers 
Indian Medical Acupuncture Training & Reserch Centre ' Emco Hi-Tech 
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Case of the month 





A previously well, 20 year old girl presents sighing respiration before and after emotional 
with spasms and twitches in her head, pre- outbursts which were quite frequent. 
ceded by bouts of fast, sighing breathing. Phys- 
ical as well as neurological examination is nor- 
mal. There is no history of injury or medica- 
tion. She used to have similar episodes of fast, (Пт. М. Hariharasubramanian M.D., Ph.D) 


what is the likely cause of muscle spasms? 
How is it managed? 


* * * * * * 


Correct answers received for “Case of the month" - Dec. 89 


Dr. Ramakrishna Murthy, Dr. R.G. Iyer, 
Raya varam, Municipal office road, 
A.P.-533346. ° Tirupur - 638 604. 
Dr. Dharmendra N. Maniar, 
16/93 Lakhota Mig Colony, Dr. Rajagopal №. Valal, 
Summair club road, Kakkinje. 
Jamnagar - 361 005. Karnataka. 
Dr. R. Manohar, 
Build No.12 A. No. 30, 3rd floor, S.P. Jàin, 
Geethanjali Nagar, Lalithpur, 
Bombay - 400 0017. КӨР. 
* * * * * * 


Answer to the “Case of the month" - February '90 


While any number of differential diagnosis could be offered for this, the occupation of 
the patient (aviary attendant) suggests the cause: Psittacosis. 


* * ж * * ж 


A motorised bone marrow extractor needle, developed by а YK engineering designer, 
Mr.Gary Brown, could simplify and speed-up biopsy tests for cancer. 


It ico rechargeable battery driven unit with detachable needle. Mr.Broun's motorised 
device reduces the time needed to carry out the test to 30 or 40 seconds. There is no 
wrenching or pulling with the nuit and the motor drills the needle into or out of bone, 
greatly reducing the poig involved. 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available for 
ready supply to medical profession in India in phials of 10 ml. packings. 
The Vaccine is: | 
e Broad Spectrum ө Slow Desentising agent e Most Effective in: 
(1) Astham (2) Bronchitis 
Price: (1) Fast Acting Type: Rs. 195/- per phial 
(2) Retard Acting Type: Rs. 590/- per phial 


Kindly send full money in advance by DD/MO. For Consultation/Training Contact. Dr. Khanna, MD, DM. 


MEMBERSHIP/FELLOWSHIP CERTIFICATIONS 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 
Fee Schedule: 
Membership (MCCP) : Rs. 350/- Fellowship (FCCP) : Rs. 600/- Life Fellowship : Rs. 1000/- 
Life Memebership: Rs. 750/-; Membership for Institutions: Rs. 750/- 
Renewal fee: Rs. 25/- per year 
Selection criteria: MBBS/MD and to submit a dessertation on an assigned subject. 


INSTITUTION OF TEACHING 
ACCP's teaching institute is attached to 750 beded Lukman Hospital under construction meant for training in: 
() RESPIRATORY DISEASES (ii) DE-ADDICTION-CUM-PSYCHOLOGICAL PROBLEMS 
For details contact 
Secretary General 
College of Chest Physicians 
P.O. Box. 6551, B-9 Tagore Garden, New Delhi - 110 027 
Fax: 5411782; Telex: 31-66309; Cable: 'ASTHMA' 
Phones: 502204; 5415658; 5415379 


BUTACETAMOL TABLETS  THIODRIPAM TABLETS 
Neomycine Cream B.P.C. 10 Gm. Vit. D4 |н) 


Neomycine Cream B.P.C. 10 Gm. Vit. D3:100 IU. 
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70 vear old male, a chronic alcoholic and 
smoker, presented with a weeks fever, non- 
productive cough and right lower intercostal 
area tenderness with 3 soft tender hepatome- 
galy. He had mild ptosis of right eyelid without 
pupillary abnormality. He is a known hyper- 
tensive on irregular therapy. Hemogram 
showed leucocytosis with polymorphic pre- 
dominance with an ESR of 90 mm. Liver func- 
tion and Widal tests were normal. 


His chest X-ray done on 4-6-1986 shown 
in fig I shows right upper zone medial haziness. 


Compiled by: 


Dr. M. Natarajan M.D., 
Chief of internal medicine, 
Alphonsa hospital, 


He had therapy for amebic liver and became 
asymptomatic in about 10 days and was dis- 
charged. 


He was readmitted on 21-10-1989 for inter- 
mittent coarse static tremor which responded 
to beta blockade and trihexiphenydil. Second 
X-ray done on 26-10-89 showed slightly more 
prominent right upper zone medial opacity 
(Fig-2) 


What is the diagnosis? 


Karukutty - 683 576. Ernakulam. Kerala. 


* * 


eX 


* * * 
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РУ INTRODUCE 


= | RUPHOCLOX 


(Capsules -Dry Syrup -Injectables) 
А Combination of Ampicillin (as trihydrate) 
Cloxacillin (as sodium) 


for Broader coverage of susceptible micro onem 
including B lactamase producing bacteria. 
Details on request. 


INDICATIONS 
Respiratory Tract Infections, Osteomyelitis, 
Urinary Tract Inflections, Surgical Infections. 


EUPHORIC PHARMACEUTICALSS PVT.LTD., 
A/173G.1.D.C. ESTATE, ANKLESHWAR -393 003. 





WITH BEST COMPLIMENTS FROM 


CORNING FRANCE 


leaders in Eye Protection 
Manufacture and Supply 


Photogray extra - Photobrown extra - Photopink City 
(COLOUR CHANGING GLASS) 


FOR SPECTACLES 


Sole Agents in India: 


Eastern Commercial Syndicate 
5-5, (Ist Floor) Greater Kailashi - 1 
NEW DELHI -110 048. 
Phone: Off: 6463919/ 3399989  Resi.: 641 2991 
Telex : 0351-65150 VRHN IN 
Cable: €SRRH€ А 0351-71165 BOBX IN 
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En 


A 60 vear old man is admitted to ICU with — tion? Is there any chamber hypertrophy? 
acute. MI. There is an S, gallop at the apex. BP 
100/70 mm Hg. No evidence of lung disease. 
From the ECG, Can you localise the infarc- (Юг. М. Hariharasubramanian M.D.. Ph.D) 


* * * * * 


Answer to the *E.C.G. Guiz" - February “90 


i) qs in II 

ii) q in П, avf 

iii) Tall T in V3 V, inverted T in II, avf 
iv) ST depression Ve 

- [nferior wall infarction (recent) 

P changes may be secondary. 


ж ж ж “ ж ж 


Correct answers received for *E.C.G. Quiz" December - 1989 


Dr. Jagadish Prasad. Dr. B. Beeraka M.D.. 
Віѕмап. Sakseria Sugar Factory, Chirala - 523 155. 
PO: Biewan - 261 201. A.P. 


(Sitapur Dist.) U.P. 
Dr. Aarti, 


Dr. Т.С. Kalkura, G.C.I.M. MIG - € - 188. 

No. 3, University Road* Vaishali Nagar, 

Tiruchirapalli - 620 001. Bhilai. 

ЫР! Асе eae lea кы! ЫГ". 59 сый быч с. ел КАРЖЫ Тг 
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II. 


III. 


IV. 


"Sun down" syndrome is seen in; 


A. Vitamin A deficiency 
B. Organic brain syndrome 
C. Psoriasis 

D. Vitiligo 


Which of these drugs can be used safely 
in pregnancy? 


A. Alprazolam 
B. Tolbutamide 
C. Captopril 
D. Diazepam 
E. Insulin 


Which of these drugs taken during 
pregnancy, can cause the “grey 
syndrome” in neonates? 


A. Chloramphenicol 
B. Tetracycline 

C. Erythromycin 
D. Ampicillin 


Which of these drugs is most prone to 
induce bradycardia? 


A. Diltiazem 
B. Nifedipine 
C. Verapamil 


. To detect postural hypotension, B.P 


Should be recorded, on assuming the 
erect posture, after an interval of; 


A. 5-10 minutes 
B. 15-30 seconds à 
C. 1-2 minutes 


* * * 


VI. 


VII. 


VIII. 


The most useful enzyme marker for 
myocardial infarction is. 


A. SGPT 
B. СК - MB 
C. LDH -2 
D. SGOT 


Thiazides are contra-indicated in: 


. Bronchial Asthma 
. Diabetes mellitus 
. Peptic ulcer 

. All of the above , 
. None of the above 


NOOO YS 


Which of these tests have the highest 
incidence of false-positive results? 


A. VDRL 
B. Widal 
C. Mantoux 


. State whether true or false: 


A. There is no recognised specific 
deficiency - symptoms for fluoride 

2. Objective measurements are not 
reliable indices of pain 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 


(For answers see page 157) 
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News and Notes 


In the three areas of Health Care, Agricul- 
tue and Central research, the pharmaceutical 
firm Bayer AG, West Germany has about 500 
employees worldwide working in the fields of 
biotechnology and genetic engineering. 


Bayer’s major research projects include, 
production of Factor VIII for the treatment of 
haemophiliacs, monoclonal antibodies to fight 
life-threatening shock conditions, dévelop- 
ment of therapies for AIDS and Alzheimer’s 
disease and basic research leading to more ef- 
fective and environment - friendly substances 
to give healthy harvests. The research budget 
for biotechnologies is DM 150 million, of 
which again one third is allocated to genetic 
engineering. They also c rate with univer- 
sities and have licensing agreements with gene- 
tic engineering companies who own patents to 


s a mn 


THE ANTISEPTIC 


Vol. 87 No. 3 





LST MEDICAL 


manufacture the blood coagulant recombinant 
VIII and the so called anti-tumour necrosis 
factor antibodies. 


* * * 


Larsen & Toubro Limited has signed a 
technical collaboration agreement with Kon- 
tron Instruments for manufacturing in India 
its ultrasound equipment. The ultrasound 
equipment is upgradeable, from either a linear 
scanner, mainly used for OB/Gynaec or only 
a sector scanner used for upper abdomen ap- 
plications to a linear-sector combination and 
can be upgraded to 2D - echocardiography and 
further a doppler unit can be attached. The 
ultrasound unit is transportable. The probe is 
very light in weight. 


* * * 





Corrigendum - December - 89 


Author of the article “Rheumatoid arthritis" published in Dec. 89 of ‘The 
Antiseptic' has requested to publish the following. 


"In the scoring systems, the numbering is in descending order i,e; 2,1, and O. It 
should be in ascending order for all the tests i,e; O,1, and 2. Only then the 
gonclusions that a normal person scores O and that higher the score the more 
the disability, would be correct”. 


The error is regreted. 


* * * * * * 
Answers to Medi-Quiz А 
I a B VI - B 
П Е VII - B 
HISE а А УШ - А 
ТҰ» += C IX - 1. True 
V - C 2. True 


India, the first country to plan an eradication programme, is on line to eliminate 
dracunculiasis (guineauorm) by 1990. When the programme began eight years ago there 
were some 50,000 cases: there has been a 60% decline in the number of endemic 
villages and in the number of cases, largely owing to successful case finding, providing 
of safe water sources in 85% of affected villages, improved pesticides, and enhanced 
health education. The programme, says a note in the World Health Organisation Weekly 
Epidemiological Record (1989;64: 159-62) is an example to other countries where dracun- 
culiasis is endemic. 


(BMJ 01.999 29 July 1989) 


* * * * * * 


Calcium blockers and gynaecomastia 
* 

According to a report from FDA, USA, gynaecomastia appears to be real problem 
associated with the use of calcium channel blockers. Nifedipine, verapamil and giltiazem 
have been implicated and on discontinuation of therapy symptom amelioration occurred 
in some of the men taking nifedipine and diltiazem. 


(Archives of Internal Medicine (1988) 148, 379) 
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For emperical therapy 
of routine infections 
the broader spectrum is the 
logical option 





ORIPH EX 


(CEPHALEXIN—ALIDAC) 


is 
THE LOGICAL CHOICE IN 
— Post operative infections 
— Osteomylitis 
— Infections caused by KLEBSIELLA and STAPH 
— Urinary- Tract Infections 
— Pneumonia 


AVAILABLE AS 
ORIPHEX 250, ORIPHEX 500, 


ORIPHEX DRY SYP. 

For more details, please write to Medical Division 
ANNIS  ALIDAC GENETICS & PHARMACEUTICALS 
Ghodasar, Ahmedabad. 
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Reigns supreme in gram- 


he | ^ 
2 SPORIDEX `- positive infections 


* Severe respiratory tract infections 
* Skin & soft tissue infections 

* Surgical infections 
* Bone & joint infections 


B Е әуе Sure power for Рот 
SPORIDEX* results 


i PHARMA MARKETING 
‚ DEVIKA TOWER '!TM FLOOR, 
ШИ 6 NEHRU PLACE NEW DELHI- 110 019 
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When 
Pressure 
is high... 











restore | 
normotension | 
as never before 









ATEN „бооў i | 
ATENOLOL-100 mg Tablets | ee М. 


ATENOLOL-50 mg Tabiets 





Performance no other antihypertensive can match. 


* High degree of cardioselectivity ~ Convenient once daily dosage For further details contact: 
. * Smooth reduction-in blood pressure * NO CNS side effects 

= cardioprotective action * Better patient compliance. 
* No untoward effect on lipid metabolism 


Setting standards in . Kopran 7 x | 
antihypertensive therapy : ` 1076, Dr. E. Moses Road, Worli, Bombay-400018 
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ZYMNET Syrup. The herbal appetiser | 
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That brings you relief in 


30 minutes 


or your 
money is back 
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AIMIL PHARMACEUTICALS (1) PVT. LTD. 
'REGD. OFFICE: 2699 MAIN PATEL ROAD, NEW DELHI-110 008 PH: 5713041, 581203 
AIMIL... WHERE THE QUESTION OF EXCELLENCE IS 

х CONTINUOUS COMMITMENT 
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% б; % В. Compound  Fortege • Leptaden è Aloes Compound ... 


тые АЬШЕ ТЇС. 


Alarsin’s Ayurvedic Diuretic 


| inthe management of all conditions & diseases 

. . | where safe,smooth & sustained diuresis is required 
COMPOSITION: Punarnava, Gokshura, Ikshu Mul, 
Anantmul Kala Kadu, Amala etc. with Guggul and Shilajit 
POSITIVE ADVANTAGES 


Supported by Pharmacological & Clinical 
experience and research studies. 
Synergistic action & effects of ALURETIC 
ingredients. | 
e Onset of Diuresis within one hour 
of administering first dose of 1-2 tabs of 
Aluretic. 
This diuretic effect lasts for 5 to 6 hours. 


e Safe, Smooth & Sustained DIURESIS. 
Increases output of urine without causing 
strain or adverse effect on kidneys 


e Improves functions of: Kidneys, Heart, Liver 
& Lungs. : | E 
Regularises urine elimination & excreto 
functions.  . 








































INDICATIONS: For short term reduction of 














(in all conditions and diseases where intraocular pressure particularly pre- 
safe, Smooth, Sustained Diuresis іс. operative and post-operative. 
required). Pitting oedema in Obesity 
: Maintenance therapy: Where long 
СЕ БЕРЕМА: mu осете term diuretics intermitantly or 
E x Renal: insufficiency, malfunction, continuously required. 
Mi: e Nephritis. DOSE: 
» Cardiac: Mild to moderate High 1-2 tablets at a time, Maximum 6 
B.P congestive heart failure. tabs, in 24 hours in divided doses. 
x Pulmonary congestion Last dose not to be given late in the 
Oedema: Postural, anaemic evening particularly during initiation 
Routine Use: idiopathic oedema, of treatment (Intervaf between two 
late middle & old age when kidney doses is to be adjusted as per 
function is diminished. individual requirements) , 










Have you received? if not, please write for: 








e Prescribing Index with latest Dosage Scheme. 

e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 

е Latest Research Data on particular products € Art works of "Dhanvantari" and/or “та 
Availability: For prescription at Chemists all over India in PACKS of 50 & 75 tablets 


ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.I.D.C., Andheri (Е), Bombay- 400 093 
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For the delicate heart 
in angina 
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* exhibits the most favourable pharmacological 
profile with the least side effects 
For further information * decreases frequency and severity of attacks 
please write to 2 
Increases exercise tolerance 
* compatible with beta blockers and nitrates 


г PROTEC * prevents cardiovascular events 


Division of Cipla Ltd. 
Bombay Central Bombay 400008 





THE ANTISEPTIC APRIL 1990 A2 























; Contents 
Vol. 87 No. 4 April, 1990. 
` 
LEADING ARTICLES 
Peripheral Nerve Injuries Part I Natarajan M., Muthukumar N., .................... 4 158 
Fibro-Calculous pancreatic Diabetes in Tripura Mohan V., Bhattacharya P.K., 

Ramachandran A., Viswanathan M., ....................... peer rato oon HR UPON ET este egg 161 
DRUG-TRIAL | 
Clinical Trial of M2 Tone Syrup Rukma Idnani. Usha Sharma. Rekha. Satinder .......... 166 
Role of prophylactic administration of Cefazolin (Orizolin) in clean 

surgical procedures Shergill 1.7.5., Yash Raj Goyal., Gurjeet Singh., Sohan Lal. ...... 170 
CASE-REPORT 
Syndrome of hyperstimulation of ovary - A medica] and gynaecological 

emergency Lakshmanan S.S., Prema V., Premsekar R., ................................ 175 
Leser Trelat Sign Arumugaperumal M., ...... esee Hen $178 
Ectrodactyly. Ectodermal, Dysplasia, Clefting Syndrome (Е.Е.С. 

Syndrome) Prema Laksminarayana., Janardhan K., ................................. 180 
GENERAL 
Determination of body surface area Dubey A.L., Sharma D., Jain S.K., 

Mishra R., Shukla R., Pranesh Nigam. | ........ «eese e eene nne Ж oranes enei er а 183 
Jejunogastric intussusception Sharma A.K., Mrs.RaieshSharma ........................... 186 
Partus corpore conduplicato in Transverse lie Chhabra S.. ..... ыы 190 
Disseminated intravascular coagulation Prasanna Kumar Rathor. ........................ 193 
MENDES I iere ordeo rone sna 198 Case of the Month ............... ТЕС. 214 
Correspondence ...................:.... 200 Е.С.б. Ош? ......................... 215 
Occasional Review .................... 202 -Medi-Quiz 2.2.2. Май 216 
БЕ шыка... 204  Cross-word Ро. „ае 217 
OER a SAS es saestoe 210... News and Notes 5,222 ed • 218 
Glimpse into History .................. 212 

Е 






SOO 


100 m! 


ZEVIT : 
соз уй dove soe” 





THE ANTISEPTIC APRIL 1990 







ESSENTIAL FOR NORMAL 
GROWTH AND 
DEVELOPMENT 





“The dramatic effect of zinc si ipplementa- 
tion during periods of growth and develop- 
ment is well documented" '? 


An advance in nutritional care 





ZEVIT' SYRUP- Zinc with vitamins 
B Complex, A and D 





THINK ZINC — THINK ZEVIT* SYRUP 


1. Prasad AS et al. Amer | Med 1961;31:532-546 


2. Prasad AS Trace Elements and Iron in Human Metabolism 1978 New 


York: Plenum Publishing Corp. 251 


SUMMARY OF PRESCRIBING INFORMATION 


Zevit Syrup: Syrup о! Zinc sulphate with Vitamins B Com- 
plex. A & D3. Each teaspoonful (Smi) contains : Zinc sulphate 
ІР 44 0 mg (equivalent to elemental Zinc 10.0 mg). Thiamine 
hydrochloride I P. 1 5 mg. Riboflavine І.Р. 1.5 mg. Pyridoxine 
hydrochionde ІР 15 mg. Nicotinamide ІР 150 mg 
Cyanocobalamin ІР 10 mcg. Vitamin А palmitate 1 Р 1600 


го. Cholecalciferol IP. 150: u in a pleasantly flavoured base 
(Appropriale overages included for the Vitamins) Indica- 
tions: Nutritional supplement for children during convales- 
сепсе. in debilitating diseases and in prolonged antibiotic 
therapy Dosage: !n children above 1 year 5 ті daily with food 
or after meals Contraindications: Zinc chelates with tetra: 
cyclines and absorption о! the latter may be impaired. Side 
Effects: М! Presentation: In bottles of 100 ml 





Further information is available on request: 
P.B.No.2, Bangalore — 560 049. 
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PUBLISHER’S NOTE 
APRIL '90 - 


Dear Doctor, ; 


“ 


In one of my earlier notes, I had i 
requested the readers to send | 
materials for *‘QUIZ"’ and "WORD 
SEARCH PUZZLE". But the 
response has not been encouraging as 
І expected. | 


Asa consequence thereof, this item 
appears in the magazine rarely as and 
when the materials are received. 

It is my earnest desire паі this 
item should continuously find a placé 
in each issue for which I seek the co- 
operation of the readers by sending 
materials for these two items, which 
are really interesting features. 


With Warm regards, 


Yours Cordially, | 


RLA Ka Ж 


(R.LAKSHMIFATHY) 


: PUBLISHER. 
Madurai. 
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Controlled Acid Secretion... 
Congenial For Ulcer Healing... 


U LF. AST ranitidine’ 





е Duodenal Ulcer * APPROPRIATE ACID CONTROL 
AND ALL TIME PAIN RELIEF 


* EXCELLENT CLINICAL RESULTS 
ж CONVENIENT DOSAGE 


x SAFE AND EFFECTIVE 
e Zollinger-Ellison Syndrome FOR LONG TERM PROPHYLAXIS 


- ULFAST...Heals Ulcer Fast 


ә Benign Gastric Ulcer 
ө Post-operative Ulceration 


e Reflux Oesophagitis 





| Tamilnadu Dadha Pharmaceuticals Ltd 
TDPLB 260-260 Royapettah High Road, Madras-600 014 
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Electronic Blood Pressure Meter 


Designed for Open-Heart Surgical Procedures 


COMMON FEATURES 


FOETAL MONITOR 






TELE-THERMOMETER 
Multi-Channel Model 


e High reliability/accuracy 

е Simple operation = 

e Latest imported technology 
e Compact and elegant 

e Economical 

e Quick delivery/service 

е One Year Guarantee 











For use with 30 ml syringes 
2 syringes can be used simultaneously 
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Major Doppler Model 


SYRINGE MODEL 


DIGITAL PULSE MONITOR 







DIGITAL B.P. INSTRUMENT 
with Auto-Inflation 








FOETAL MONITOR BIOMONITOR 


Economy Model 


Monitors 3 Vital Functions... 


е Pulse Rate « Blood Pressure 
е Heart Sounds 





Monitors 5 Vital Fuuctions... 


* Pulse Rate е Blood Pressure е Respiration 
* Temperature * Heart Sounds 






















INFUSION PUMP INFUSION PUMP TELE-THERMOMETER | 










PERISTALTIC MODEL 






Rave. 






tor use with LV. sets; 
or 3 mm bore silicone/PVC tubing. 


MANUFACTURED BY: 


ELECTRONIC ENGINEERING CORPORATION 


Medical Systems Division, T-4, Vikram Sarabhai Estate, Madras-600 041. » 
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| DEPSONIL- DZ 


iiid hydrochloride 25 mg and Diazepam 2 mg) 


| Restor 65 реасе to the disturbed mind 


*. Relieves somatic symptoms 

* Clears underlying depression 

* Normalises sleep pattern 
Fosters the feeling of well being 
* Restores joy of life 


DEPSONIL-DZ 


More than a mere anxiolytic, 
provides fullest tranquilisation 


Our other psychopharmacologicals 
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Peripheral nerve injuries: Part 1 


Natarajan M., Muthukumar N 


Anatomy of the peripheral nerve: 


A peripheral nerve is composed of numer- 
ous axons. Each axon is surrouned by a base- 
ment membrane which is surrounded by the 
myelin sheath laid down by the schwann cells. 
Each such nerve fibre is surrounded by a con- 
nective tissue sheath known as the en- 
doneurium. Many nerve fibres constitute the 
fascicle which is surrounded by a connective 
tissue layer known as the perineurium. A 
number of fascicles form the peripheral nerve. 
The entire nerve is surrounded by a connective 
tissue layér known as the epineurium. 


Grading of peripheral nerve injuries: 


Seddon graded nerve injuries into three 
types viz: neuropraxia, axonotemesis and 
neurotemesis. Neuropraxia is usually due to 
mild compressive and contusive injuries. There 
is loss of function distal to the lesion and this 
deficit always recovers in a few hours to a few 
days. In incomplete lesions, the larger fibres 
are more affected than the smaller fibres and 
thus there is greater involvement of the motor 
fibres, lesser involvement of the fibres subserv- 
ing touch and proprioception and pain and tempe- 
rature fibres and autonomic fibres are spared. 
Nerve action potential cannot be recorded 
across the lesion but can be recorded distal (0 
the lesion. Electromyography of the involved 
muscles does not show denervation potentials. 
The next grade of nerve injury is axonotemesis. 
This is usually due to severe compression or 
contusion. This results in loss of axonal con- 
tinuity with preservation of the connective tis- 
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sue framework of the nerve. Retrograde de- 
generation occurs in the segment proximal to 
the lesion and Wallerian degeneration eccurs 
in the segment distal to the lesion with loss of 
axons and phagocytosis by small cells. Despite 
these changes, regeneration usually occurs be- 
cause the scaffolding or the connective tissue 
framework of the nerve is usually preserved. 
In neurotemesis there is not only axonal loss 
but disruption of the connective tissue 
framework of the nerve. There is fibroblastic . 
proliferation at the site of injury which vlog 
effective regeneration. Neurotemesis is usually 
due to crush injuries, injection injuries, lacer- 
ations etc. 


After nerve injuries, the fegenerating 
axons must first overcome the area of retrog- 
rade degeneration in the proximal segment and 
then the axons must regenerate through the 
site of injury which may take one te four 
weeks. Fibres then regenerate into the distal 
stump at the rate of Imm/day or linch/month. 
This rate decreases as the distance of regener- 
ation from the central nervous system in- 
creases and will decrease with age, ischemia 
and the presence of scar in the distal stump. 


Causes of peripheral nerve injuries: 


` 


Contusion and Laceration: 


Lacerations may completely devide the 
nerve or the nerve may be partly divided. It 
is essential to distinguish between lacerations 
caused by sharp objects such as knives, glass 
etc. from other injuries because in the former 
the transverse and longitudinal extent of the 
injury will.be evident at the time of injury 
whereas in crush injuries, the extent of in- 
jury will become evident after two or three 
weeks. 


Iatrogenic injuries: 2 


‘Injuries to the peripheral.nerve during 
surgery may be due to the surgeon's scalpel, 
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pressure by the retractor, inappropriate use-of 
sutures, inadvertent use of cautery on the 
nerve. In addition, peripheral nerve may be 
injured during closed reduction of frac- 
tures,improper positioning of the limbs during 
surgery. 


Compression ischemia: 


Compression of a peripheral nerve is al- 
most always associated with compromise of 
the nerve's blood supply. The example of com- 
pression ischemia causing palsy include the 
"Saturday night palsy" (radial nerve), *Movie- 
house foot drop" (Common peroneal nerve). 
. Compression also plays a role in “tight fascial 
—“gp™partment syndromes”. 


Injection injuries: 


May be caused by direct needle trauma, 
neurotoxic effect of the chemical injected, sec- 
ondary constriction by scar tissue. The radial 
and sciatic nerves are the most commonly in- 
volved. 


Traction injuries: 


Mild traction injuries produce neuropraxia 
and axonotemesis whereas more severe trac- 
tion ‘injuries produce neurotemesis. In most 
cases, the continuity of the injured nerves is 
preserved eventhough the internal structure of 
the nerve may be grossly destroyed. The brac- 
hial plexus is a common site for traction injury. 


Other less common causes for peripheral 
nerve injuries include thermal burns and elec- 
trical injuries. 


Investigations: 


1. Electromyography: . 

When a muscle is denervated, the insertion 
potentials that are normally seen while insert- 
ing the electrode will be absent. Denervation 
potentials which are due to the increased sen- 
sitivity of the denervated muscle to acetyl- 
choline are also recorded. Muscle action po- 
tentials cannot be recorded when the patient 
voluntarily tries to contract the muscle. If the 


lesion is partial, the amplitude of the muscle 
action potential is reduced. Once regeneration 
occurs, the denervation potentials reduce in 
number and nascent muscle action potentials 
will be recorded. 


2. Muscle stimulation studies: 


a) Strength duration studies:are based on the 
concept that with normal innervation, 
stimulation of a muscle motor point excites 
mainly nerve fibres whose threshold is 
lower than that for muscle itself. With nerve 
degeneration, only muscle fibres can be 
stimulated, and therefore the threshold for 
contraction rises. 


b) Chronaxie: The term Rheobase refers to 
the least intensity of current necessary to 
produce contraction of a muscle. Chronaxie 
is the duration of current necessary to рго- 
duce a contraction when the rheobase in- 
tensity is doubled. With normal innerva- 
tion, chronaxie is low, while with denerva- 
tion it rises. When the regenerating fibres 
reach the muscle, Chronaxie decreases 
again. 


c) The Galvanic-tetanus ratio: is the ratio of 
current necessary to produce tetanic con- 
traction to that necessary to produce 
rheobase. The ratio with normal innerva- 
tion is 3.5 to 4.0, while with denervation, 
the ratio decreases close to 1.0. 


3. Nerve action potentials: 


The recording of nerve action potentials is 
useful to quantitate partial injury to a 
peripheral nerve. It is also a useful evidence 
of early regeneration and it confirms the pre- 
sence of a neuropraxic element to a nerve in- 
jury. Absence of nerve action potentials con- 
firms a complete injury to the nerve. 


Treatment of peripheral nerve injuries: 


1. Timing of nerve repair: a) Primary repair. 
b) Secondary 
repair. 


2. Typesofnerverepair: a) Epineurial repair. 


b) Fascicular 
repair. 
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Timing of nerve repair: 


The timing of repair of injured nerves de- 
pends on the type of nerve damage, for eg: if 
a nerve is cut with a knife or glass piece, the 
resulting injury is a sharp transection of the 
nerve. In such cases, the longitudinal extent 
of injury will be evident immediately and there 
is unlikely to be gross contamination or severe 
associated soft tissue damage. In these cases 
primary repair is advisable. In cases such as 
crush injuries where the longitudinal extent of 
nerve injury cannot be assessed immediately 
(because it will take a minimum of two to three 
weeks for injured nerve segment to be demar- 
cated) and the associated soft tissue injuries 
are likely to extensive, secondary repair is ad- 
visable. It is important to assess the longitudid- 
nal extent of nerve injury because the nerve 
should be resected back to the healthy segment 
before anastamosis. The associated soft tissue 
injury is important because the surrounding 
soft tissue provide the bed for the injured nerve 
and hence a healthy soft tissue bed is neces- 
sary. There are several advantages and disad- 
vantages of primary and secondary repair. 
These are listed below. 


Primary repair is advantageous because: 
the operation can be performed in normal 
anatomy without distortion by scar tissue, the 
ends of sharply divided nerve can be brought 
together without much tension and with mini- 
mal mobilisation, the disadvantage of primary 
repair is that it is difficult to evaluate the extent 
of injury and hence if the injured segments of 
the nerve are brought together it will result in 
scar formation at the site of anastamosis. 


The advantages of secondary repair are: it 
converts an emergency procedure into an elec- 
tive one which can be done under more ideal 
conditions, there is time for the injured seg- 
ment of the nerve to be demarcated, the 
metabolic activity of the neuronal cell body is 
maximum two to three weeks after injury and 
nerve repair done at this time is likely to give 
good results. The disadvantages of secondary 
repair are: the ends are likely to get retracted 
requiring nerve grafting or mobilisation, and 
endoneurial tubes in the distal stump of the 
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. Rerve into which the regenerating axons should 


grow will progressively decrease in diameter. 
Techniques of nerve repair: 


There are two techniques of nerve repair. 
In Epineurial repair, the two stumps of the 
divided nerve are brought together by sutures 
placed through the epineurium. This has been 
the technique that has been used for many 
years. More recently, the technique of fascicu- 
lar repair or funicular repair is used. In this 
technique, the opposing nerve stumps are ap- 
proximated by means of sutures placed 
through perineurial connective tissue so as to 
bring into approximation the corresponding - 
fascicles of the two stumps. This is usually 
under magnification. 


Management of a lesion in continuity: 


When a nerve is injured it may either be 
transected completely or it may be left in con- 
tinuity eventhough internally its structure may 
be grossly deranged. The management of a 
completely transected nerve has been de- 
scribed above. The management of a lesion in 
continuity is complex. A nerve which is grossly 
intact might have suffered one of three in- 
juries, viz: neuropraxia axonotemfésis or 
neurotemesis. If the lesion is one of neurop- 
raxia or axonotemesis, recovery will take place 
with time and the recovery that occurs will be 
better than that can be achieved by surgery. 
Where as if the lesion is one of neurotemesis, 
useful recovery cannot be achieved without 
surgery. Immediately after the injury it is im- 
possible to say whether a particular injury is 
due to neuropraxia or neurotemesis. Hence in 
such cases, a careful clinical and elec- 
trophysielogical examination should be done 
at the time of presentation and it should be 
repeated after two or three-months. If there 
are clinical and electrophysiological signs of 
recovery after two or three months, then the 
lesion is probably due to axonotemesis and is 
likely to recover spontaneously with conserva- 
tive treatment. If there are no signs of eecovery 
after two or three months, the lesion is most 
likely to be due to neurotemesis and useful 
recovery is not possible without surgery. 
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Fibro-Calculous Pancreatic Diabetes in Tripura 


Bhattacharya P.K., Mohan V., pause dup ic A., Viswanathan M. 


Fibrocalculous Pancreatic Diabetes 
(FCPD) is a form of diabetes secondary to 
chronic non-alcoholic clacific pancreatitis’. 
The occurrence of this form of diabetes is 
strictly confined to tropical countries and 
hence it was earlier referred to as tropical pan- 
creatic diabetes”. FCPD is very common in 
southern India which has the highest preva- 
lence in the world?. FCPD has been reported 


_ from all the four southern states of Kerala‘, 


Tamil Nadu^$, Karnataka’ and Andhra 
Pradesh?. It has also been reported from 
Pune’, Bombay, Orissa!!, and occasionally 
from Delhi". Hitherto there have been no 
reports of FCPD from the north-eastern states 
of India. In this paper, we report for the first 
time, on a series of FCPD patients studied at 
Agartala in Tripura state. 


Material and Methods: 


Tripura is a small state in the north-eastern 
region of India (Figure 1.). The total popula- 
tion of the state is 20 lakhs of which 25% is 
tribal. The staple food of the people consists 
of rice and fish. Cassava (topioca) is rarely, if 
ever, consumed in this region. 


Till recently, there was no organised diab- 
etes care in this state. In May 1986, the Dia- 
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betes Care Centre was established at Agartala. 
A total of 700 patients have been registered 
at this centre, to date. A routine -X-ray of the 
abdomen focussing on L, vertebra (after 
adequate preparation to remove bowel gas) 
was done in all patients suspected to have 
FCPD on clinical grounds. One or more ef the 
following characteristics prompted us to do an 
X-ray to rule out FCPD: onset at young age 
(below 30 years), leanness or overt evidence 
of protein calorie malnutrition, requirement 
of insulin for control of hyperglycaemia büt 
absence of ketosis on withdrawal of insulin, 
history of recurrent abdominal pain, and his- 
tory of passing bulky, greasy or frank oily 
stools. 


The following criteria were used for diagnosis 
of FCPD in this study: 


1. Presence of diabetes according to National 
Diabetes Data group? or WHO Study 
group criteria’. 


2. Unequivocal evidence of pancreatic calculi 
on plain X-ray of abdomen. 


3. Exclusion of other known causes of chronic 
pancreatitis eg. alcoholism, gall stones, etc. 


In all patients diagnosed to have FCPD, a 
detailed clinical history was elicited. The fam- 
ily history was also recorded. A thoroughsclin- 
ical examination was performed. The height 
and weight were recorded and the body mass 
index (BMI) was calculated using the formula 
Weight in kg/Height in square metres. Those 
with RMI «18 were,classified as lean. Men 
with BMI «27 were classified as ideal body 
weight and those with BMI>27 as obese. 
Women with BMI «25 were classified as ideal 
body weight and those with BMI «25 as obese. 


A detailed assessment of the peripheral 
nervous system was made. Absence of ankle 
or knee jerks or dense sensory loss was taken 
as evidence of neuropathy. Loss of both dor- 
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Fig. 1 


Map of India showing location of Tripura state. Note Tropic of Cancer passes through Tripura. 


salis pedis and post tibial in one foot, or bilat- 
eral loss of either dorsalis pedis or post tibial 
pulsations, or a classical history of intermittent 
claudication were taken as evidence of 
peripheral vascular disease. The pupils were 
then dilated and a detajled retinal examination 
was made by direct ophthalmoscopy. Diabetic 
retinopathy when present was graded as 
background or proliferative types. 


The fasting and post prandial plasma glu- 
cose estimations were done in all patients. The 
serum cholesterol, blood urea and serum 
creatinine were also estimated by standard 
methods'^. Urinary proteins were estimated 
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by sulphosalicylic acid method'^. Those with 
24 hour protein excretion exceeding 500 mg/day 
were considered to have nephropathy. A 
routine 12 lead ECG was done in all cases. 
Patients with classical history of exertional an- 
gina with unequivocal T-wave/ST changes in 
the ECG or definite evidence of myocardial 
infarction were considered to have ischaemic 
heart disease. | 


Results: 
Table 1 shows the incidence of FCPD 


among the patients attending the diabetic clinic 
at Tripura. 





.. 


Fig. 2 
Plain X-ray abdomen showing pancreatic өм іп а patient with FCPD 


À Table 1.. 








Incidence of FCPD at Tripura 
Period 1986-87 1987-88 Combined 
(1уеаг) (6months) 

Total No. of 
Patients 450 250 . 700 
Patients with | Naas 
FCPD (No.) 4 4 8 | 

(96) - (0.995) (1.6%) (11%) 





It is seen that FCPD constitutes 1.1% of 
all patients seen at the Agartala Diabetes 
Centre. There is a slight increase in the percen- 
tage of patients in 1987-88 which might be due 
to more intensive screening for the disease. 


Clinical details: 


There were 6 males and 2 females, The 
mean age of the patients was 32+ 9.8 years. 
The mean duration of diabetes was 2+1.4 
years and the mean age at diagnosis of diabetes 


30+9.9 years. Four patients Бер! to the 
poor and four to the middle strata of society. 
Seven were Hindus and one patient, Muslim. 
The mean BMI of the patients was 18.6 + 3.7. 


. The lowest BMI was 14.2 arfd the highest Was, 


26.6 in the series. 


“Тһе mean fasting plasma glucose was 254 


` + 94 mg/dl, the mean post prandial plasma” 


glucose 387 + 127 mg/dl and the mean serum 
cholesterol 199 +-40 mg/dl. 


Family history of diabetes: 


Two of the FCPD patients gave a family 
history of NIDDM in the parents. Four out of 


the 32 siblings of the 8 FCPD patients had 


diabetes. 
Dietary history: 
None of the patients had consumed tapioca 


at any time. No other obvious dietary factor 
could be incriminated as a cause of FCPD. 


Pancreatic Calculi: Ж 


* Figure 2 shows pancreatic calculi in а pa- 
tient with FCPD. In four patients, pancreatic 
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Fig. 3 


Ultrasonogram of pancreas showing grossly dilated pancreatic duct with intraductal 
calculi, characteristic of FCPD 


calculi were confined to the right of the lum- 
bar vertebrae. In 3 patients, thev extended 
over the whole region of the pancreas and in 
one patient, it overlapped the vertebral body. 


Ultrasonography: 


Ultrasound of pancreas was done in 2 cases. 
This showed evidence of ductal dilatation, in- 
creased echogenicity of the gland and evidence 
of multiple intraductal pancreatic calculi 
(Figure 3.) 


Diabetic complications: 


Two patients had evidence of background 
retinopathy. Neuropathy*was detected in 3 pa- 
tients and one patient had nephrophathy. 
While one 'patient had evidence of ischaemic 
heart disease, no patient in this series had evi- 
dence of peripheral vascular disease. 


Treatment: 


Six out of'the eight patients needed insulin 
for control of diabetes. The mean insulin dose 


in the insulin requiring patients was 42 + 8 
units/day. One patient each was controlled 
with diet alone and oral agents respectively. 


Discussion: 


FCPD is a disease whose occurrence is 
strictly limited to tropical countries. Even 
within India, it is more prevalent in the south- 
ern states which are within the tropical belt. 
In the states outside the tropics, only sporadic 
cases of the disease has been reported. This 
paper reports for the first time on the occurr- 
ence of FCPD in the north-eastern region of 
India. This is of great geographic relevance 
because the Tropic of Cancer actually passes 
through Tripura (Figure 1). It is of interest 
that most of the cases in this report came from 
southern Tripura which is within the tropical 
belt. 


This study is in agreement with the large 
series reported from Kerala^^ and Tamil 
Nadu^? in several respects: the findings of 
male preponderance, the occurrence in poorer. 
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sections of the population, the low BMI of the 
patients and the absence of ketosis. While 
overt protein calorie malnutrition was seen in 
2 patients (25%), the others did not have clini- 
cal evidence of malnutrition. However, all pa- 
tients were lean. These findings aré similar to 
those reported by Mohan et al from Madras”. 


Another similarity with the report from 
Madras but contrary to reports from Kerala? 
is the absence of cassava ingestion in the pa- 
tients seen at Tripura. The staple food of the 
patients is rice and fish. We were unable to 
identify any specific toxic factor(s) in the diet 
of our patients. It is of interest that all patients 
in this series were of Bengali origin and none 
were from the tribal group. 


This study confirms our earlier observa- 
поп! 218 that microangiopathy does occur in 
FCPD patients. This is in contrast to earlier 
reports which state that diabetic complications 
are rare in these райеп( 99 


In summary, we have presented the clinical 
profile of a series of patients with FCPD as 
seen at a diabetes centre at Agartala in Trip- 
ura. Though the number of patients studied 
were small, these cases were picked up over 
a relatively short study period. Detailed 
biochemical, hormonal and genetic studies are 
now in progress to further characterize the 
FCPD patients seen at Tripura. 
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Clinical trial of M2 Tone syrup 


Rukma Idnani, Usha Sharma, Rekha, Satinder. 


Introduction 


М2 Tone is an ayurvedic preparation recommended as useful in 
irregular mensturation, menorrhagia, dysmenorrhoea, sterility and 
menopausal disturbances such as pruritus vulva, leg cramps, irritabilty, 
lack of concentration, hot flushes. . 


М2 Toae is claimed to be an exceptionally safe preparation and a 
noninvasive approach to correcting and restoring the rhythm that is 
intrinsic to a woman's life and life style and has been experimentally 
shown to have estrogenic activity which approaches or exceeds that of 
ethinyl oestradiol. 


The present study was aimed at evaluating the safety and efficacy 
of the drug per se keeping in view our own past experience with hormonal 
and other lines of treatment conventionally used for the type of patients 
who have been segregated into the six groups for the purpose of the trial. 


The trial was undertaken from October, 1988 to May, 1989 with 
duration of treatment ranging between 15 days and 8 months according 


to symptoms and grouping of the patients. 


Composition: 


M2 Tone contains 47 active herbal con- 
stituents included or compounded as recom- 
mended in Ayurvedic text. 7 ingredients exert 
a distinct salutary influence on the uterus; 13 
ingredients are known to correct abnormal dis- 
charge; 6 ingredients have a role in regulating 
menstrual cycles and normalizing menstrual 
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flow, and 2 ingredients in M2 Tone playa role 
in dysmenorrhoea i.e. Dalchini and Vaj. Be- 
sides, M2 Tone contains Hirakasis, Guduchi, 
Amla and Baheda to ameliorate anaenmia. 


Material and method: 


The clinical trial with M2 Tone was con- 
ducted on patients attending Gynaec O.P.D. 
at S. V.B.P. Hospital, Meerut. 100 patients 
with the following complaints were studied: 


1. White discharge per vagina 27 
2. Menstrual disturbance (excluding 

fibroid, carcinoma of cervix or 

body of uterus, cervical polyp). 55 
. Dysmenorrhoea & scanty menses 7 
. Sterility 4 
. Delayed puberty 4 4 
. Hot flushes, pruritus vulva and 

other menopausal symptoms. 3 


QN Un > UO 


A detailed history and clinical examination 
was done. Patients were grouped and studied 
according to age, parity, build; condition or 
disease and duration of treatment. 
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M2 Tone Syrup was provided to all the, ч 


patients with a sheduled dosage of 2 (Ё t.d.s. 








Clinical findings: 
1. Age group. 
Patients % of Total 
Age Group Studied Cases - 
а EYE oc 2 SO ИНН 
11 to 20 years 20 20% 
20 to 30 years 50 50% 
30 to 40 years 19 19% 
40 to 50 years 11 11% 
. Total 100 10096 





Of the total number of patients studied the 
maximum number was in the age group of 20 
to 30 years. 


2. Marital status 











Married 90 
Unmarried 10 
Total 100 
3. Parity 
* 
Patients % of total 
studied cases studed 
PO 28 28% 
P1 14 1496 
P2 16 15% 
P3 16 15% 
Р4 14 14% 
> Р4 12 12% 
Total 100 10096 





The maximum number to group Р0 fol- 
lowed by groups P2, P3, P1 and P4 and more 
than P4. | 


The number of patients with complaints of 
vaginal discharge was 27 of the total studied. 
74.07% of them had non specific vaginal dis- 
charge, 18.52% were having mixed infection, 


3.70% were having trichomonal vaginitis and | 


3.70% were having candidal vaginitis. 


1. Trial with M2 Tone syrup in cases of vaginal 
discharge. 











Vaginal Patients % Of cases 
Discharge studied 
1. Non-Specific 20 74.07% 
2. Mixed 5 18.52% 
3. Trichomonal 1 3.70% 
4. Candidal 1 3.70% 
Total 27 


a 
eee 








No. ot 
Condition of Cervix ^ patients % of cases 
With cervical erosion 15 55.56% 
Without cervical erosion 12 44.44% 
Total 27 





Out of the 27 patients who were complain- 
ing of vaginal discharge, 55.5% of cases 
showed cervical erosion on per speculum 
examination. 


2. Trial with M2 Tone syrup in cases of 
menstrual disturbance 











Total No. 

Name of disturbance of patients % of cases 
Menorrhagia 22 40% 
Meno metrorrhagia 33 60% 

55 





The number of patients complaining of 
menstrual irregularity were 55, out of which 
60% were having short cycles i.e. menometror- 
rhagia and 40% complained of menorrhagia 
i.e. excessive bleeding during periods. 
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3. Trial with M2 Tone syrup in cases of dys- 











No. of 
Dysmenorrhoea patients 9% of cases 
Premenstrual | 5 71.43% 
Menstrual 2 28.57% 
7 





4. Trial with M2 Tone syrup in cases of sterility 











No. of 
Sterility patients % of cases 
Primary 2 50 
Secondary 2 50 
4 





5. Trial with M2 Tone syrup in cases of delayed 
puberty without anatomical defects 








6. Trial with M2 Tone syrup in cases of - 


menopausal symptoms 








Discussion 


In the present study we observed that M2 
Tone is very effective in 80% cases of dys- 
menorrhoea, 60% cases of delayed puberty 
and 60% cases of menopausal symptoms which 
benefited within 3 cycles and 1 case of sterility 
(25%) became pregnant at the end of eight 
months of treatment. 


It is seen in our study that 15 days treatment 
with M2 Tone Syrup showed benefit in vicari- 
ous vaginal discharge and leucorrhoea, while 
it took a minimum three months treatment to 
get relief in DUB, dysmenorrhoea, irregular 
cycles, delayed puberty and menopausal 
symptoms; therapeutic benefit progressively 
increasing as treatment was continued upto а 
period of 8 months. In one case of sterility 
(out of the four) conception occured at the 
end of eight months treatment. 


No side effect was seen in any of the*pa- 
tients. 


Results of treatment 


ІЗ ы ауыт LÁ 


Durationof Leucorrhoea Menorrhagia/ Dysmenor- 


Meno-Metror- тһоеа(7) (4) 


Sterility Delayed Menopausal 


puberty (4) Disturbances 
(3) 


МОР ir uu A t iiie itt tm 


Treatment (27) 
hagia (25) 
15 days 90% sympto- Nil Nil 
. . matic relief 
3months 90% cured 
matic relief 
6months 96% cured 86% cured 
8months 100% cured 90% cured 


80% sympto- 80% cured — Nil 


85% cured Nil 
90% cured 25% 


Nil Nil Nil 
60% cured 60%сигей 


70% cured 80% cured 
80% cured 90% cured 


oot ы л —„——„—...———————————————————=—=—— 


No side effects were seen in any of our patients and аЇўсагпїей onthe treatment as advised. 


Figures in brackets show number of patients in the group. 
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M2 Tone Syrup has ingredients which һауе” 


haematinic, anti-inflammatory, astringent, 
 Styptic, carminative, cholagogue, laxative, 
diuretic, urinary sedative and utero tonic prop- 
erties. i 


The holistic harmonious approach to a 
female’s health with her various problems from 
menarche to menopause in seen. Modern 
medicinal treatment ip these problems has 
been with synthetic hormones which require 
close observation of the patient and a correct 
dose schedule to avoid harmful side effects. 


However, a long term controlled study in 
more cases would give a deeper insight into 
süch ayurvedic preparation as M2 Tone Syrup. 


Summary 


A short term clinical study using M2 Tone 
Syrup was undertaken on 100 patients suffer- 
ing from DUB, Vaginal white discharge, 
menstrual irregularities, dysmenorrhoea, de- 
layed puberty, sterility, menopausal syn- 


* * * 


drome. Immediate response seems encourag- 
ing in patients from irregular cycles, dysmenor- 
rhoea, DUB, vaginal digcharge, menopausal 
syndrome and raises hopes in sterility. 


Acknowledgement 


We extend our thanks to M/s Charak Phar- 
maceuticals, Bombay, for free and generous 
supply of the drug and funds for this study. 


References 


l. Indian Materia Medica, Nadkarni - III Edition, Popular 
Book. 


2. Indian Medical Plants, Kirtikar Basu. 
3. М2 Tone Book, Charak Pharmaceuticals, 1989. 


4. Joglekar et al. The Indian Practitioner, Vol. 37, No.9, 
Page 847-854. 


5. Thakre et al. The Medicine & Surgery, Vol. 23, No.10. 
6. Sharma et al. The Antiseptic, Vol. 79, No.9. 


7. Hedge et al. The Current Medical Practive, Vol. 26, No.3. 


ж ж ж 


Oral cotraceptives and lipids 


Oral contraceptives change lipid metabolism, the mognitude of this depending on 
the dose and structure of the oestrogen and gestagen. Oestrogens generally tend to 
increase serum triglyceride and HDL cholesterol concentrations and decrease LDL choles- 
terol concentrations whereas gestagens tend to produce the opposite effects and thus 


may counteract the action to the oestrogen. 


The effects of oral contraceptives on the serum concentrations of apoproteins A and 


B are analogous to those on serum HDL and LDL cholesterol concentrations. Serum apop- 
rotein concentrations may be a better discriminate for the risk of cardiovascular disease 
than those of lipoprotein cholesterol, HDL cholesterol may be divided into various subfrac- 
tions, of which HDL, Seems to be more responsive to oestrogens and gestagens than 
HDL, moreover, HDL, concentration may correlate better with the risk of cardiovascular 
disease than total HDL cholesterol concentration. 


(BMJ Vol 298 Apr 89) 
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Vitamin Bg І.Р. 0.25 mg 
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in flavoured glycerol sorbitol base. 
Extra vitamins and enzymes added to 
compensate probable loss on storage. 
Vitamins are present in prophylactic 
doses. 
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Till date more than few lacs phials of CYAPTIN has been 
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Quite like the Mount Everest, CYAPTIN needs no introduction. 
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* Bronchitis + Pneumonia . “Osteomyelitis 
* Lung Abscess 


Strip-9»ack of 4 Capsules 
х Septic Arthritis 


i= 
< 





Ampicillin 250 mg + Cloxacillin 250 mg Capsules Resistance 


Alembic 


ALEMBIC CHEMICAL WORKS CO. LTD., VADODARA 390 003. 


For further details, please write to: 
. 


Rapid Disintegration of 


MAGADOL 


TABLETS 





Produces 


* Faster Absorption 
* Higher Bio-availability 
* Quicker Relief to your patients 


MAGADOL Has Wide Clinica Applications 








1 MAGADOL Ч MAGADOL 

in General { in Surgery 

Practice * Post-operative 

* Wounds Inflammation 
and injuries * Wounds 

* Low Backpain * Burns 


| * Boils 





MAGADOL MAGADOL 
>» in Gynaecology in Dentistry 
* Pelvic * Dental 
Inflammation Extractions 


. * Episiotomy 
E * Hysterectomy 
* АТР. ТЫ 
* Dysmenorrhoea Ё 


* periodontitis 
* Dental Caries 








ТА ЖА ү Macao es 
о EM WEM "| in Orthopaedics ; 
е A Ww | * Fractures 
у. JT» | * Accidental 
| j 4^ | Injuries м 
| 4 я * Sprains TABLETS 
7 Ibuprofen 400 mg + Paracetamol 400 mg 
Stops The Pain And 
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Role of prophylactic adniinistration of Cefazolin 


(Orizolin) in clean surgical procedures 


Shergill I.J.S., Yash Raj Goyal, Gurjeet Singh, Sohan Lal. 


Abstract 


The role of three dose regimen of Cefazolin (Orizolin) was evaluated 
in 100 clean surgical procedures. The overall infection rate, was 19%. 
Among the 100 patients operated, 81 patients showed excellent results, 
14 patients showed good results and only 5 patients showed poor results. 
There were only 596 patients who got moderate to severe infection. 
These results are quite good as compared to other studies where antibio- 
tics had to be used post-operatively for prolonged periods. 


Key words: 


Cefazolin (Orizolin) ; infection; antibiotic; 
Post-operativelv 


Introduction 


From the use of carbolic acid by Lister to 
the discovery of penicillin has helped surgery 
make rapid strides. "^The advent of newer 
antibiotics like —— Cefazolin — (Orizolin), 
Cefotaxime etc. has further cut down the sur- 
gical infection rate. With the vast array of 
drugs available, constant dispute is going to 
evaluate their role pre-operatively and post- 
operatively. Countless reports are available for 
or against the pre or post-operative role of 
antibiotics ?:*5:67 


Keeping this in view the role of short sharp 
course of antibiotics pre-operatively was 
studied on 100 patients. 
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Material and methods .... 


The study was carried ош in 100 clean sur- 
gical wounds. To assure standardization for 
valid sampling, the following creiteria were ob- 
served: 


1. Concomitant infection process related or 
unrelated to surgical procedures con- 
templated 


2. Gross contamination of operative site at the 
time of surgery. 
ж 
3. Surgical procedures around the mouth were 
considered contaminated. 


4. Diabetes; steroid therapy; leucocytosis, 
and other factors predisposing the patient 
to infection. 


5. Administration of systemic antibiotics 
within a week. 


6. Allergy to Cefazolin (Orizolin) 


A total three doses of injection of Cefazolin 
(Orizolin) 20-30 mg/kg body weight were given 
to the patients. First dose of injectien was given 
12 hours prior to operation, second dose was 
given one hour prior to operation, intramuscu- 
larly to maintain adequate antibiotic level dur- 
ing surgery. Third dose was given in tht even- 
ing; 8 hours after the operation, in the ward. 
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The operation site was prepared by paipt-' 


ing with 2% Tr. Iodine followed by cleaning 
with 2% Savlon. The operative site was iso- 


wound, usually with systemic 


duration of pre-operative stay in the ward 
(Table 4.) | 


lated with drapes. During operation, full аѕер- Table 1 
tic measures were taken in all cases. - Showing relationship of wound infection 
i and sex of patient 
The wounds were inspected on 3rd and 5th 
post-operaive day and on the day of removal | 
of stitches. The severity of infection was TotalNo. No.of Percentage 
graded according to Robertsons’s classification Sex — ofcases infected ofinfected 
(1958) ° patients cases in 
either sex 
Grade 0 No infection. ad m 0 are 
Grade I FEA infection, redness about a кы, diss 31 9 29. 1 » 
stitch. 
‘Grade II Pustule about a stitch or minor Total 100 19 19% (overall) 
p infection of wound edges without | 
separation, with no systemic reaction. 
Grade III Frank infection to a relatively small Ше 
portion of wound with purulent dis- | Showing type of operation /disease in 
charge and some systmeic reaction. relation to wound infection 
Grade IV Frank infection of a large portion of 


No.of No.of Percentage 





reaction. Disease/Typesof cases infected infected 
cases саѕеѕіп 
Culture and sensitivity was done only in - each disease 
thse presence of pus i.e. for infectionsof grade 
II, III and IV category. Hernia 36 2 25.0 
* Interval appendicectomy 2 11.1 
Observations Subtotal thyroidectomy 2 18.2 
Cholecystectomy 9 3 33.3 
One hundred cases were studied between Unilateral vaginal 
the age groups of 1/12 year to 75 years. Among hydrocele 9 3 33.3 
the 100 cases, 69 cases were males and 31 cases Large lipoma 2 0 0 
of female. The overall infection rate was 19% Varicose vein 
with the predominance of the infection rate in (Long saphenous) 2 0 0 
females (29.1%) as compared to males Hernia with undescended 
14.5%(table 1). testis 2 0 0 
Hernia with varicocele 2 0 0 
Among the 100 clean surgical procedures, Unilateral varicocele 1 0 0 
36 patients were of inguinal hernias, 18 cases Hernia with hydrocele 1 0 0 
of interval appendicectomies, 11 cases were of — Undescendeutestis 1 0 0 
sub-total thyroidectomies, 9 cases of cholycys- Meningocele 1 0 0 
tomies, 9 cases of vaginal hydroceles etc. The — Pleomorphic adenoma of 
details are shown in Table 2. the parotid gland 1 0 0 
Branchial cyst 1 0 0 
There were only 5% who showed poor re- — Orchiectomy 1 0 0 
sult, 14% patients showed good result and the — Ovarian cyst 1 0 0 
majority 81% patients showed excellent result 
(Table 3.) It has also been observed that sev- — Total 100 19 19 
erity of infection increased with increase in 
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Table 4. · 
Showing relation of severity of infection to pre-operative stay 


Pre-operative Total No. Gradel 
stay in days of cases % age 
1-3 72 8 
11.196 
4-5 17 0 
096 
More than 6 11 ] 
9.196 
Table 3 
Grade of Infection 
Gradeofinfection — No.ofcases Results of 
operation 
Grade 0 81 Excellent 
GradeI 9 Good 
Grade II 5 Good 
Grade III : 3 Poor 
Grade IV 2 Poor 


The infection rate was more in patients with 
increased duration of operation. When opera- 
tive time was more than 60 minutes, the infec- 
tion rate was 22.2% and increased to almost 
double as compared to operations completed 
within 30 minutes (13.7%) (Table 5). 


Table 5 


Showing relation of infection rate with the 
duration of operation time 


Grade II Grade III Grade IV 
% age % age % age 
2 1 0 
2.796 9.196 0% 
2 i 1 
11.796 5.896 5.896 
1 1 1 
9.196 9.196 9.196 


The infection rate was increased when а” 
drain was used. Again the infection rate was 
increased when the patients were anaemic and 
obese. 


The culture and sensitivity was done in 
Grade-II, III, IV infection. The main causative 
organisms were staphylococeus pyogenes 
alone or alongwith other organisms e.g. pro- 
teus and klebsiella aerogenosa. The othermain 
infective organism was Pseudomonas 
аегорепова. The organisms were mainly sensi- 
tive to gentamycin except in one culture of 
Pseudomonas aerogenosa which was sensitive 
to Amikacin only. 


Discussion 


In our series, the infection rate was. 19% 
which included all grades of infection. There 
was 9% of Grade-I infection, 5% of grade-II, 
3% of Grade-III and 2% of Grade-IV infec- 
tion. In grade-I and II infection, there was 
minimal infection without any systemic reac- 
tion. If we do not include Grade-I and II infec- 
tion in our study, our infection rate of 5% is 
comparable with different series as given in 
Table 6. 





Duration of No.of No.of Percentage In the present study, minimum infection 
Operation cases infected ofinfected rate (11.1%) was recorded after interval 
(minutes) cases cases appendicectomy and maximum of 33.396 was 

recorded following cholecystectomy.* The 

Upto 30 22 3 13.7% reason for increased rate of infection following 

31-60 64 13 20.3% cholecystectomies could be due to longer dura- 

41 3 22.2% tion of operation, obesity and leakage of 
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* * Table 6 
Showing comparison of different studies with present study 





Name of author and year Total 


Percentage Antibiotic used Whether started pre-ope- 





cases infected ratively or postoperatively 
JamesBarnesetal? 1007 11.4% Streptopenicillin Post-operative 
(1959) 
Johnstone? (1963) 1020 24.9% No specific Post-operative 
(Cases of all types) 
Nundy et al'*(1983) 200 12.0% Ampicillin Post-operative 
(Clean cases) 
Polk and Lopez Mayer’? 199 6% Cephaloridine Pre-operative 
i.. (1969) 
Raj Kumaret al! 588 6.9% Streptopenicillin Pre-operative 
(1976) 
Ronald et al’ (1937) 1030 3.996 Cefazolin Pre-operative 
(Orizolin®) 
Present study 100 19% Cefazolin Pre-operative 
(Orizolin®) 





infected bile per-operatively in two patients. 
There was formation of haematoma jn vaginal 
hydrocele that got infected and secondly, 
probably, due to scrotal approach for hyd- 
rocele. 


In the present study, the infection rate was 
more in old patients as compared to younger 
ones which could be due to better immunity 
in young patients. The explanation for in- 
creased infection rate in females was due to 
the presence of obesity and anaemia as com- 
pared to male patients who were healthy and 
less obese. 


There was also increased rate of infection 
as the pre-operative stay was prolonged. The 
reason could be that increased pre-operative 
stay lead to increased colonization with resis- 
tant strairis of bacteria (Kennedy ef al, 1965?, 
Brunn, 1970!9). 


The factors responsible for increased rate 
of infection with increased in duration of 
operative time could be due to : 


a) Exposure of the wound to operation theatre 
air for longer duration. 
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b) Prolonged retraction and increased mani- 
pulation resulting in a local wound condi- 
tion that may become more favourable for 
infection. 


c) More chances of systemic insult through 
increased bloodloss which may be reflected 
as diminished general resistance to infec- 
tion. 


The increased rate of infection, when drain 
was used, could be due to good opportunity 
offered by the drain for the micro-organisms 
to travel among the drainage tube. In cases of 
Grade-III and IV infections there was also pro- 
longation of post-operative stay in the hospital. 


Conclusions 


It is therefore recommended that for de- 
creasing the incidence of post-operative wound 
infection, antibiotic should be commenced 
pre-operatively along with basic principles of 
surgery like complete asepsis, gentle tissue 
handling, prevention of haematoma forma- 
tion, avoidance of putting unnecessary drains 
and clean sharp dissection. So post-operative 
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antibiotics when used for prolonged period 
have no role in preventing wound infection 
rate as compared to three dose prophylactic 
antibiotic regimen in clean surgical cases ex- 
cept to increase the cost of treatment, toxicity 
and emergence of resistant strains of bacteria. 
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* * * 


The cause of growth hormone resistance and short stature in African Pygmies is 
unknown. Low levels of insulin-like growth factor that fail to respond to growth ormone 
‘suggest a possible deficiency of growth hormone receptors. The high-offinity growth 
hormone-binding protein is a fragement of the growth hormone receptor and may be on 
indicator of the number of receptors in tissues. 


Growth hormone binding to the high-affinity binding protein was significantly reduced 
in the pygmies as compared with the controls. 


Low levels of high-affinity growth hormone-binding protein in the plasma may indicate 
о reduced number of growth hormone recetors іп the tissues. This finding may help explain 
the resistance to growth hormone in Pygmies, but there may be additional reasons, 
related to the receptors or not, for their short stature. 


(The New Eng. J. of Med. Vol.320, June 29,1989 No.26) 
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For Rapid Relief from 






Spasm And Pain 
in 
Intestinal Colics 
Renal Colics 







Biliary Colics 
о Primary Dysmenorrhoea 
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. Antispasmodic - Analgesic 
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Presentation: 
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Multidose 30 ml vial. 
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Triple action cream. 
е Contains Betamethasone Dipropionate 
Гог quick relief from symptoms. 
® Ciotrimazole-Broad-spectrum antifungal. 
ө Neomycin Sulphate-Broad-spectrum + 
antibacterial. 


The world's No.4 topical 
antifungal agent 


Available in a complete range. The single solution 
for all fungal infections of the skin. 


€ The most potent topical steroid 
(clobetasol propionate). 

€ For rapid and longer lasting relief from Psoriasis, 
eczema, atopic dermatitis etc., which do not 
respond to*'milder steroids. 


ideal topical steroid for 
Ф Maintenance prescription after a short 
course of Topifort 
е Mild to Moderate steroid responsive dermatoses. 


The complete range of Methoxsalen U.S.P. for the 
treatment of vitiligo and in the form of Tablets, 
Ointment and Solution. 

The range takes care of all anatomical sites in 
all age groups. 


Effective sunscreen. 
Protects skin from ill-effects of ultra violet rays. 


Ideal adjuvant to Melanocyl in the treatment of 
vitiligo. 





Particulars from: 
FRANCO-INDIAN . 
PHARMACEUTICALS LTD. 


: 20, Dr. E. Moses Road, Bombay-400 011. Z WYADH 
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from ALARSIN researchers since 1947 Ё 
e G32 • R. Compound e Leptaden е Aloes Compound... / 


in e Genito Urinary Tract Infections ED -- 
" Pung Micturition e Bladder Disturbances n 


BANGSHIL : 


Alarsin 


Tried at Departments of 

е Urology 9 Surgery ө Orthopaedics 
| T è STD (VD) е Medicine 

е Symptomatic relief within 2 days е Bacteriological clearance in 2-3 weeks 

. Raises general body Resistance & Fortifies 

Inherent antibacterial mechanism of Kidneys & Bladder 

e Burning micturition (Specific, non-specific) 

€ G.U.T. Infections : Urethritis, Prostatitis, Cystitis, Pyelitis, Pyelonephritis, 

e Crystailuria, Phosphaturia 

e Bladder disturbances (neuro-muscular): to relieve Urinary Frequency, 

Incontinency, Urgency, Hesitancy. ENURESIS. 

DOSE: 2 tabs. 3-4 times a day for 2-3 weeks. Then in reduced dose as necessary. 

Children : # to 1 tab 2-3 times a day for 2-3 weeks. 


FORTEGE for Fatigue 


(nervous, muscular, sexual) 


Makes апа .кеерѕ one fresh and alert 
| Both іп Males апа Females. Young апа Old. 

FORTEGE tones up Neuro-Glandular, Neuro-Muscular, Genito-Urinary 

& Gastro-intestinal systems. Activates and resets metabolic pattern іп 

old and debilitated persons to keep them fresh and active. 

indications and Dosage : 

FATIGUE syndrome : to over-come stress & strain of day to day: 2 tabs 2-3 times a day, 
taper off to 2 tabs at Bed time. 
SEXUAL Debility : Functional Impotence, low sex performance, premature ejaculations, 
night emissions. Oligospermia, poor Motility : 2 tabs 3 times & day for 3-6 months. 
in FEMALES : Menopause Syndrome, Frigidity, housewife Fatigue: 2 tabs twice a day 
for 1-6 months. Б. FORTEGE as Geriatric Tonic: 2 tabs once or twice a day 


Enlarged Prostate ? 


Prostatitis, Prostatism, Post Prostatectomy Syndrome, 


BANGSHIL + FORTEGE 


Onset of relief within 7 days 
In hesitancy frequency, urgency, precipitancy, strangury, burning micturition. 
Dose : 2 tabs bd of each for 6 months or more. 

















































e Prescribing Index with latest Dosage Scheme. ы 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
€ Latest Research Data on particular products. e Art works of "Dhanvantari" and/or mõ 


Availability: For prescription at Chemists all over India in PACKS of 50 & 100 tablets 


ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.I.D.C., Andheri (E), Bombay 400 093 
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Syndrome of hyperstimulation of ovary - 
A medical and gynaecological emergency 


Lakshmanan S.S., Prema V., Premsekar R. 


Introduction 


It has become a very common practice to start women with primary 
sterility on clomiphene citrate. The initial dose being 50 mg,per day for 
5 days in a cycle with 6 such courses are recommended. Any over 
enthusiastic treatment will result in the syndrome of hyperstimulation 
of ovaries. Incidence of this condition is 2-5%'. We recently came across 
such a case in our hospital, the case report of which is presented below. 


Case report: 


Mrs A a 27 years old female first presented 
in our hospital on 13.3.89 with the complaints 
of lower abdominal pain, abdominal disten- 
sion, vomiting and breathlessness of 3 days 
duration. Clinical examination showed the pa- 
tient to have normal temperature, tachycardia, 
tachypnoea and ascites. Patient had hypoten- 
sion and was in а stage of ‘shock’. Tenderness 
was-elicited over right iliac fossa. Deep palpi- 
tation revealed a mass in the righti lia fossae 
(RIF). Provisional diagnosis of appendicular 
perforation with peritonitis was made. How- 
ever, plain X-ray abdomen did not show апу 
gas under the diaphragm. 


Past history revealed that the patient had 
been treated by a Gynaecologist with Oestro- 
gen-Progesterone combination pills to correct 
her irregular periods. Subsequently the patient 
had undergone D & C and the biopsy report 
had showed proliferative phase of endomet- 


Dr. Lakshmanan S.S., M.D., MNAMS. 
Medical Consultant 

Dr. Prema V. М.В.В.5.. 

Senior Resident 

Dr. Premsekar R. MB.B.S.. 
Resident Medical Officer 

Priya Nursing Home, 

82. Kappal Polu Chetty Street. 
Madras - 600 021. 


Specially contributed to “Тһе Antiseptic" 
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rium. However the patient was thought to hav 
anovulatory cycle and so had been put + 
Clomephene Citrate (CC) 50 mg/day for 3 cy- 
cles and the first cycle of F.S.H. (Inj. Pergonal 
150 IM for 6 doses in 3 consecutive days). She 
started developing abdominal distension dur- 
ing the last course and became worse within 
two days. 


Investigations: 


1: TC; DC, ESR, 
Blood Sugar, Urea 
LFT, Urine C/A қ 

2. X-ray Chest PA View Pleural effusion right 
See (Fig 1) a,b,c 

3. Plain X-ray No gas under the 
Abdomen See (Fig 2) diaphragm 


Within normal limits 


4. Ultrasound - Free fluid in abdo- 
Abdomen See (Fig 3) men and culdesac 
Enlarged cystic 
ovaries 
5. Ascitic fluid Increased protein 
with no cell count 
6. Mantoux test Negative 





Patient was treated conservatively with an- 
tibiotics, IV fluids, Ryle's tube aspiration. The 
ascitic fluid was tapped. Patient started impro- 
ving with tapping of ascitic fluid. 

Discussion: J 

Clomiphene citrate acts by releasing 
gonadotropins and by potentiating ovarian 
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sensitivity to gonadotropins. Treatment сап Бе” 
instituted only if laboratory facilities are avail- 
able ofr monitoring each treatment cycle which 
can be done by 1) Measuring the body basal 
temperature 2) Measuring urinary oesttogen 
level and 3) Serum oestrogen levels. If treat- 
ment is successful, ovulation occurs in 7-12 
days after last day of treatment. 





Fig. 1 (c) 
X-ray Chest P.A. View at the time of 
discharge showing normal lung fields. 





Fig. 1 (a) н 
X-Ray Chest Р.А. view taken on day of 
- admission - showing Bilatera! effusion. 





Fig. П 


Plain X-Ray Abdomen erect on the 
day of admission. 





Gonadotropins are indicated!: 


e | 1) When ovulation is arrested due to failure 
Fig. 1 (b) of gonadotropin ^ production Ьу 
X-Ray Chest Р.А. View on 9th day of | hypothalamopituitary system. 
admission showing - Right sided effusion. 2) Clomiphene fails to induce ovulation. 


саанан 
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Fig. III (a) 
Ultrasound of Abdomen & Pelvis. 
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Fig. Ш b) 
Ultrasound of Abdomen & Pelvis. 





rig. III (c) 
Ultrasound of Abdomen & Pelvis. 


Syndrome of hyperstimulation of ovaries 
can be graded into 3 categories": 


1. Mild as evidenced only by laboratory find 
ings (Elevation of serum and urinary 
oestrogen level). No symptoms are рге- 
sent. 
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Fig. III (d) 
Ultrasound of Abdomen & Pelvis. 
2. Moderate in which there is ovarian enlarge- 


ment, lower abdominal pain, nausea, уо 
ting, occasional ascites. 

3. Severe when there is gross ovarian enlarge- 
ment, lower abdominal pain, vomiting, 
ascites, hydrothorax', occasional ovarian 
necrosis, intrapertitoneal haemor- 
rhage'and thromboembolic episodes. 


Physiopathology of this syndrome: 
Hypovolemia, renal failure, shift of protein 


from plasma to peritoneal cavities with con- 
sequent ascites, hydrothorax (Pseudomeig's 


Syndrome)'occur due to high level of ovarian - 


steroids in circulation. 


Treatment: 


Treatment'includes restoration of plasma 
volume, correct electrolyte imbalance and to 
remove the pleural and peritoneal fluid. 
Heparinisation of the patient is advised to pre- 
vent thromboembolism. 


Intraperitoneal haemorrhage!may some- 
times simulate acute abdomen and unneces- 
sary laporatomy has been performed in a few 
cases without success. Incorrect diagnosis and 
unnecessary laprotomy lead to increased mor- 
tality rate. 


Reference: 
1. Jeffcoate's Principles of Gynaecology. PP 96-101, 5th edition. 


2. Shaw's Text Book of Gynaecology, PP 484-485, 9th edition. 
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ZEFS 


the cough syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since it does not contain any morphine 
derivative. 
No drowsiness. 
Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 

a Safe - сап be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 
Economica! 
Because of the wide variation in the clinical picture of cough, it is impossible to 
designate any one drug as the sole drug of choice for the treatment of all 
coughs. 
Modell, Drugs of Choice, 1966-67. 


INDICATIONS: 

inflammatory catarrhai conditions of the tract. 
Common Cold € Naso-respiratory allergy € Laryngitis e Bronchitis 
e пит € Bronchial Asthma 

Bronchi € influenza € Smoker's Cough 

irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology 


DOSAGE: Adultg: 1-2 teaspoonful two or three times a day. 
Infants & Children: 1/2 to 1 teaspoonful two or three times a day. 


Packing: Bottie of 100 mi. 





dE 10 GOKHALE ROAD (5), DADAR. BONBA 


DU 
CAL WORKS LTD. 








Y 400 025 
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| | 
FIRST LINE TREATMENT FOR MAJORITY OF THE 
POLYCYSTIC OVARIAN DISEASE PATIENTS 


COMPOSITION Each tablet contains Clomiphene Citrate В.Р 50 mg. 
INDICATIONS : Women е OVOFAR is indicated in the treatment of ovulatory failure 
in patients desiring pregnancy. whose husbands have adequate sperm, and who have 
potentially functional hypothalamic-hypophyseal-ovanan systems and adequate 
endogenous oestrogen. e Polycystic ovarian disease. 

Men Several investigators have tried clomiphene in subfertile oligospermic males with 
encouraging results. 


DOSAGE Women e Те usual dose is 50 mg or one tablet of OVOFAR daily for 5 days, 


starting on or about the 5th day of the menstrual cycle or at any time if there is amenorrhoea. 


if ovulation occurs but is not followed by pregnancy the course may бе repeated upto a total 
of 6 cycles. If ovulation does not occur, a course of 100 mg daily for 5 days may be given 
and repeated twice if necessary. Higher doses or prolonged treatment may lead to ovanan 
. but doses upto 250 mg daily have been given. e Patients with polycystic 
ovaries should be given a lower dose, i.e. 25 mg or half tablet of OVOFAR daily or as 
directed by the physician. 
Men 25 mg or half tablet of OVOFAR daily for 24 days followed by a rest period for 5 days. 
This treatment should continue for 6 to 9 months or as directed by the physician. 
CONTRA-INDICATIONS • Pregnancy. е Abnormal vaginal bleeding of undetermined 
ongin. е Neoplastic diseases of the genital tract. e Fibroid tumours of the uterus. 


е Ovarian cyst other than polycystic ovary. € Liver disease or history of liver dysfunction. 
* Endometrial carcinoma. 


PRESENTATION Strip of 5 scored tablets. 


EXTA En 


For other details, refer Pack Insert. 


M INFAR (INDIA) LTD. 


38, Chowringhee Road 
INFAR Calcutta-700071. 
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TREATING INFECTIONS ` 
A wide Spectrum of 
Antibiotics to choose from 


BIOCILIN 
(Ampicillin) 
Caps.: 250 mg. & 500 mg. Strips of 4 Caps. 
Injs.: 100 mg., 250 mg., 500 mg. & 1 gm.vials 
Dry Syp.: 125 mg./5 ml. 8 250 mg./5 ml. 
Drops: 100 mg. in 1 ml. 














CEPHAXIN 
(Cephalexin & Cephaloridine) 
Caps.: 250 mg. & 500 mg. (Cephalexin) 






Injs.: 500 mg. & 1 mg. vials — (Cephaloridine) 
Dry Syp.: 125 mg/5 ml. (Cephalexin) 


















MOXILIUM 
(Amoxycillin Trihydrate) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
Dry Syp.: 125 mg./5 ті. 


BIOCLOX 
(Cloxacillin) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
Injs.: 250 mg. & 500 mg. vials 









AMPILOX 

(Ampicillin,+ Cloxacillin) 

Caps.: 250 mg. each of Ampicillin & Cloxacillin. 

Injs.: 125 mg., 250 mg. & 500 mg. each of 

Ы Ampicillin and Cloxacillin in vials. 

Neonatal Injs.: Ampicillin 50 mg. and Cloxacillin 
25 mg. in vial. 

Syrup: 125 mg. each of Ampicillin and 

Cloxacillin per 5 ml. 

















BIOFLOXIN 


FLOXIPRO 










BIODOXI (Norfloxacin) (Ciprofloxacin) 
(Doxycycline Hcl.) Tabs.: 400 mg. Tabs.: 250 mg. & 500 mg. 
Caps.: 100 mg Strips of 4 caps. Strips of 4 tabs Strips of 4 tabs. 





























BIOGARACIN 


(Gentamicin Sulphate) 
Injs.: 20 mg./2 ml. vial & 80 mg./2 т! vial 


AMICIN 
(Amikacin Sulphate) 
Injs.: 100 mg., 250 mg. & 500 mg. vials. 


BIOTAX 
(Cefotaxime Sodium) 
Injs.: 250 mg. & 1 gm. vials. 


BIOCHEM PHARMACEUTICAL INDUSTRIES 
Aidun Bldg., 1st Dhobi Talao, P.O. Box 2217 
Bombay-400 002.. 
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A fortified product ^s MCHC (derived from of bones 
offering Microcrystalline 3 56% of young animals) providing : 
Hydroxyapatite compound RK Calcium 198 mg. 
(derived from bones of ЖӨ, Phosphorus ` 90 mg. 
young animals) providing : BK 24% Trace elements (Magnesium, 
Calcium 99 mg. УА» Fluoride, Zinc, Iron etc.) іп 
Phosphorus 45 mg. e proteinaceous base supplemented 
Supplemented with 7 with Zinc Sulphate 20 mg. 
%. 
Zinc Sulphate 20 mg. x 
A HIGH STRENGTH 
A CALCIUM SUPPLEMENT FOR 


SUPPLEMENT А ' OPTIMUM 
FORTIFIED WITH аи REMINERALIZATION 


ZINC. Ақ AND е 
— OSTEOGENESIS. 






aR 


For further details, please write to :- 


SYSTODIL Laboratories Pvt. Ltd:, 


16/4 Milestone, Mathura Road, Faridabad-121 002. 
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PRODUCTS WITH THE KNACK FOR EXCELLENCE IN ANTI- 
INFLAMMATORY ANALGESIC THERAPY. 


МАС-50 .... 


(Diclofenac Sodium 50 та. tablet for initiating the therapy) 


A novel Anti-Cyclooxygenase, Anti- 
lipoxygenase recognised for its efficacy and 
exceptional safetv profile. 


NAC-SR .... 


*(Diclofenac Sodium 100 mg. sustained release tablet for 
maintenance therapy) 


Specially designed for long term therapy in 
* Kheumatoid Arthritis 

* Ankylosing spondylitis 

* Osteoarthritis 





For further details, please write to :- 


SYSTOPIC Laboratories Pvt. Ltd., 
16/4 Milestone, Mathura Road, Faridabad-121 002. 
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Dolonex: 


piroxicam Capsules 








the first non-steroidal, 
anti-inflammatory agent worldwide 


. . to provide ) 
rapid and sustained relief 
of pain, inflammation and stiffness 
for 24 hours with once-a-day dosage- 


See Summary of Prescribing Information on page 2 
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Dolonex: 


piroxicam Capsules 


offer | 

rapid relief of pain de 

significant and sustained relief of pain 
significant relief of inflammation and stiffness 
good toleration P MD | 

with once-a-day dosage convenience 


START WITH once-a-day 
. Dolonex 


piroxicam Capsules: 










m. ЖА Dose 
Rheumatoid Arthritis 


Acute musculoskeletal disorders | 40 mg once daily for first 2 days 
(e.g. Low back pain, Sprains, Bursitis, Tendinitis) | and 20 mg once daily thereafter 
4 kat н 40 mg once daily for first 2 days 

Pain after operative intervention | 1420 mg once daily Horesfter 


Summary of Prescribing Information | 
COMPOSITION — Dolonex 10 mg Capsules, piroxicam 10 mg per capsule. Dolonex 20 mg Capsules, piroxicam 20 mg per capsule. 
INDICATIONS — Rheumatoid arthritis, osteoarthritis (osteoarthrosis), ankylosing spondylitis, acute musculoskeletal disorders, acute gout, 
post-operative and post-traumatic pain, and primary dysmenorrhea. CONTRAINDICATIONS — Active peptic ulceration. Hypersensitivity 
to the drug. Patients in whom aspirin or other nonsteroidal anti-inflammatory drugs (NSAIDs) induce symptoms of asthma, rhinitis, 
angioedema, or urticaria. WARNINGS — Safety during pregnancy and lactation has not yet been established. PRECAUTIONS — Dolonex 







by 40 mg given in single or divided daily dosage: Dolonex is not indicated for the long term management of gout. Primary dysmenorrhea: 
40 mg single daily dose for first 2 days, 20 mg daily for 2-3 days thereafter. 


See Product Document for full prescribing information. 


Marketed by 
*Trademark of Pfizer Corporation, Panama 
atte СӨ PFIZER имп 


Manufactured in India by Euphoric Drugs Ltd. Nariman Point 
. чк" Bombay 400 021. 





Leser Trelat Sign:- ^ саве report 4 


Arumuga Perumal M. 


Leser Trelat sign is defined as the sudden 
appearance of, or a rapid increase in the 
number and size of seborrhoeic keratoses“. 
In 1965, Ronchese included freckles and se- 
vere pruritus as a part of this sign”. More 
importantly this sign is usually associated with 
internal ^ malignancy-usually abdominal 
adenocarcinoma. (Liddel et al). But in some 
cases this sign is associated with Leukaenma 
(Kechijian et al) or mycosis fungoides (Lamber 
et al). It has also been reported in associa- 
tion with malignancies of various organs like 
uterus, ovary, lungs, breast, & prostate. The 
exact aetiopathology of Leser Trelat sign is 
not known. But it may be due to a defect in 
the defence mechanism of the body which al- 
lows the growth of the tumour and the develop- 
ment of the cutaneous lesions“. 


In most cases seborrhoeic keratoses and 
internal malignancies appear simultaneously. 
Removal of the tumour leads to disappearance 
of the skin lesions“. Here, a case in which 
multiple seborrhoeic keratoses appeared one 
year before the appearance of signs & 
symptoms of carcinoma of caecum, is re- 
ported. 


Case report: 


A 70 year old female came to my clinic for 
pain abdomen on & off, loss of appetite and 
loss of weight - 1 year duration, H/O malena 
+. Pt. was suffering from anaemia with failure 
4 months back and was treated accordingly. 


One year prior to the onset of these 
symptoms, patient developed multiple brow- 
nish black papules and raised plaques on the 
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anterior abdominal wall especially on the right 
side. The surface was smooth in some areas 
and verrucous in other areas. (Fig. 1) In this 
case there was no pruritus. Eventhough patient 
noticed sudden increase in number she was 
not aware of its significance and did not consult 
а dermatologist. · 





Fig. 1 
*Leser Trelat Sign" 


Abdominal examination revealed a hard 
mass in the right lumbar and inguinal region. 
Liver and spleen were not palpable. No free 
fluid in the peritonial cavity. Rectal and vagi- 
nal examination revealed no abnormality. 


Routine laboratory examinations were nor- 
mal except the Hb% which was 60% and ESR 
69mm/1hr. Motion examination showed no 
ova or cyst but occult blood was present. I. V.P 
and Barium meal series did not reveal any ab- 
normality. Skiagram of the chest was normal. 


After giving 2 bottles of blood and impro- 
ving the general, condition of the Pt, 
laparotomy was done and a big mass in the 
region of caecum (Fig. 2), adherent to the right 
kidney, ileum and duodenum was found. The 
tumour was excised, (Fig. 3) and sent for HPE. 
Biopsy of the skin lesions were also taken for 
HPE. . 


Immediate post operative period was un- 
eventful but the pt. collapsed suddenly on the 


178 
* 





llth post operative day. HPE report of the j 
abdominal tumour: 





Fig. 3 
“Leser Trelat Sign” 


“Section shows structure of caecum with 
groups of irregularly arranged and closely 
packed glands lined by columnar epithelium 


* * * 


infiltrating in between the muscle coat with 
extensive areas of necrosis. 


Impression: 
Well differentiated adenocarcinoma. 


Skin section showed hyperkeratosis and 
consistent with seborroeic keratosis. 


Discussion: 


Seborrhoeic keratosis is very common in old 
people. But plenty of seborroeic keratosis, dis- 
tributed peripherally warrants the presence of 
internal malignancy. It is usually associated 
with pruritus, but in this case there was no 
pruritus, as mentioned earlier. The skin lesions 
also appeared just on the overlying skin of the 
malignant area, which is an interesting feature. 
Further skin lesions appeared one year before 
the onset of the GIT symptoms, which: was 
neglected by the patient. So, awareness of this 
sign is very important for recognising the un- 
derlying malignancies, early. 
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In BMJ 28 Jan.89 a photograph developed in the patient's own urine, has been 
published! It is well known that patients with alcaptonuria excrete homogentistic acid in 
their urine, and this compound goes black when mixed with an alkali or exposed to light. 
What is less well known is that the acid is also an effective photographic developer. 


(BMJ Vol.298 98 Jan.89) 


* * * 
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Éctrodactyly, Ectodermal Dysplasia, Clefting | 
Syndrome (E.E.C. Syndrome) 


Prema Lakshminarayana, Janardhan К., 


Introduction 


The association of clefts of the lip and palate with the so called 
lobster claw deformity of hands and feet was described as early as 1804 
by Eckholdt and Martens. Since then other workers have reported 
similar cases. Rudiger et al in 1970 felt that an ectodermal dysplasia of 
an atypical form is a signifieant part of this grouping and named it the 
E.E.C. Syndrome. The familial cases usually present in an incomplete 
form. There appear to be a total of about 20 proband cases in literature 
with only 7 of these having a positive family history of similar defects. қ 
There has been no report from India so far, to our knowledge. 


The present family is reported to emphasise the importance of ruling 
out other congenital anomalies on a child with clefting. 


It also illustrates the need to examine other members of the family 
for similar or associated anomalies, to enable proper Genetic counsel- 
ling. 


Case- report: limbs and fingers were normal. Skiagram was 


taken to downent the bow defect. Kanfotype 
The proband, a girl aged eighteen months „.. normal. (Fig.1) 


was first brought to the Genetic Clinic of Insti- 
tute of Child Health, Madras for deformity of 
the face. A second born of second degree con- 
Sanguinnous parents and product of a normal 
uneventful full term pregnancy and delivery, 
she had an odd facies with left sided cleft 
of the left and palate with deformed nostrils. 
Her length, weight and head circumference 
were in the 40th centile and development near 
normal. She had scanty scalp hair and eye- 
brows. She had strabismus and excessive lachry 
mation. She also had hypoplastic nipples. The 
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hand had rudimentary thumb, index and third 
fingers. Only the thumb and middle finger 
were well developed on the left hand. The feet 
had only the great and little toes. The teeth 
were small and peg shaped and carious. There 
was history of epiphora. Clefting was not pre- 
sent in this child. Subsequently a male infant 
was born with the full manifestation of E.E.C. 
Syndrome. 


The full generation pedigree Fig(2) shows 
the affected members, and partial manifesta- 
tion in each generation. 


Sonography was done to rule out renal 
anomalies in affected children. 


Discussion: 


Thé familial cases of EEC Syndrome 
(ectrodactyly, ectodermal dysplasia, clefting) 
reported so far, have shown variable expres- 
sion of each of the major cómponents; even 
to the point of complete lack. The explanation 
offered is that the condition is the result of a 
single gene of dominant inheritance with re- 
duced penetrance. Sporadic cases would repre- 
sent new mutations. To add to the complexity 
of the pattern of inheritance Lewis in 1980 has 
described occurence of this condition in two 
half sibs, which might be due to balanced trans- 
location or gonadal mosaicism. It might also 
result from the dominant trait being expressed 
in a minimal form in the mother. 


In a family reported by Brill et al? none 
of the four affected members had the complete 
triad of the Syndrome. Ectrodactyly was pre- 
sent in all but cleft lip or palate was present- 
only in two, one of whom lacked any signs of 
ectodermal dysplasia; ectodermal abnor- 
malities on the other hand were present in two 
members with no clefting. Similar incomplete 
manifestation in families has been reported 
by Robinson, Cockayne Walker and 
Clauduis(?, Victor et al“ reported an infant 
with the complete triad of the E.E.C. Syn- 
drome inherited from his mother; she is par- 
tially affected and lacks one major component. 
Victor et al therefore feel, that the lack of one 
of the major components of the triad, should 
not, per se exclude the diagnosis of E.E.C. 
Syndrome. 


The commonly reported features of EEC 
Syndrome include the following. 


Skin: Fair, thin, mild hyperkeratosis, hypo- 
plastic nipples. 

Hair: Light coloured, sparse, thin, wiry. 
Teeth: Partial anodontia, microdontia, caries. 
Eyes: Blue irides, photophobia, 
blepharophimosis, atresia or defects of lacri- 
mal duct system, blepharitis and dacryocystitis 
Face: Cleft lip+Cleft palate, maxillary 
hypoplasia, mild malar hypoplasia. 

Limbs: Defects in mid portion of hands and 
feet, varying from syndactyly to ectrodactyly. 
Mild nail dysplasia. 
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Occasional abnormalities 


Deafness, small or malformed suricles, 
renal anomaly. 


Early and continued ophthalmic and hear- 
ing evaluation and management of defective 
lacrimal duct system is imperative, since 
chronic decryocystitis with corneal scarring can 
be a major debilitating problem. Hearing de- 
fect is to be detected for appropriate manage- 
ment. | 


We are reporting this as a rare syndrome 
where many generations have been traced with 
incomplete penetration in many members, and 
to stress the significance of recording the 
pedigree carefully in such cases which will aid 
in proper genetic counselling. 


To quote Victor B Penches Zadeh of 
Argentina, 'It will therefore, be necessary to 
search and document vigorously the mildest 
manifestations of this condition and first de- 
gree relatives of affected individuals before a 
better delineation of EEC Syndrome is 
achieved and its possible genetic heterogeni- 
city elucidated'. 


This family study stresses the importance 
of examining all the members of a family, even 


* * * 


 in'minor malformations. Without this а coun- 


selling may not be meaningful and major syn- 
dromes may be missed. 
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“В certain surgeon was about to operate on a patient under a spinal anaesthetic 
when suddenly a mouse ran adoss the floor of the theatre, causing consternation and 
terror among the nursing stoff. Its where abouts were unknown until suddenly the patient 
sat up and, pointing at the mouse, shouted triumphantly, There it is’, Order having been 
restored by catching the mouse, the surgeon advanced once more towards the operating 
table. In doing so he stuck his head violently against the rim of the operating lamp, aot 
noticing that it had been placed somewhat lower than usual. He,collapsed on to the 
floor, briefly concussed, and the patient sat up again, gazing in bewilderment at the 


dead mouse and the unconscious surgeon?” 


Vol. 87 No. 4 


THE ANTISEPTIC 


(BMJ Vol. 297 24-31 Dec.88) 


* * * 


Burning micturition 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available for 
ready supply to medical profession in India in phials of 10 ml. packings. 
Тһе Vaccine is: 
e Broad Spectrum ө Slow Desentising agent ө Most Effective in: 
(1) Astham (2) Bronchitis 
Price: (1) Fast Acting Type: Rs. 195/- per phial 
(2) Retard Acting Type: Rs. 590/- per phial 


Kindly send full money in advance by DD/MO. For Consultation/Training Contact. Dr. Khanna, MD, DM. 


MEMBERSHIP/FELLOWSHIP CERTIFICATIONS 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 
Fee Schedule: 
Membership (MCCP) : Rs. 350/- Fellowship (FCCP) : Rs. 600/- Life Fellowship : Rs. 1000/- 
Life Memebership: Rs. 750/-; Membership for Institutions: Rs. 750/- 
Renewal fee: Rs. 25/- per year 
Selection criteria: MBBS/MD and to submit a dessertation on an assigned subject. 


INSTITUTION OF TEACHING 
ACCP's teaching institute is attached to 750 beded Lukman Hospital under construction meant for training in : 
(i) RESPIRATORY DISEASES (ii) DE-ADDICTION-CUM-PSYCHOLOGICAL PROBLEMS 
For details contact 
Secretary General 
College of Chest Physicians 
P.O. Box. 6551, B-9 Tagore Garden, New Delhi - 110 027 
Fax: 5411782; Telex: 31-66309; Cable: 'ASTHMA' 
Phones: 502204; 5415658; 5415379 


BUTACETAMOL TABLETS THIODRIPAM TABLETS 


Neomycine Cream В.Р.С. 10 Gm. Vit. D4.:o5 iu 


Neomycine Cream B.P.C. 10 Gm. Уй. D3:100 IU. 
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e 100% success 
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DE PEN DAL M Suspension 
The Powerful Antidiarrhoeal 


DIARRHOEA LEADS TO DEHYDRATION IN CHILDREN 
STOP FURTHER DEHYDRATION 
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* Prevents dehydration by controlling * Minimises need for laboratory 
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*Determination of body surface area" 


Sharma D., Jain S.K., Dubey A.L.. Mishra R., 


Shukla R., Pranesh Nigam, 


Summary 


In the present study an attempt was made to establish a formula 
for the determination of body surface area in this area. (2] males and 
6 females). The body surface area (BSA) was determined by three 
methods i.e., i - by simple formula, ii - by Dubois nomogram and iii - 
by Dubois linear methods. It was observed that the most commonly 
used method Dubois nomogram overestimates BSA by about | to 1476, 
while more reliable estimation could be obtained by using simple formula 
which is recommended for further evaluation. 

Key Words:- Mid thigh circumfrence, Bidimensional, 


Introduction: - 


Body surface area (BSA) is used as a 
biometric unit for the reference of metabolic 
rate. The importance of body surface area is 
much appreciated, because these days the 
doses of various drugs are standardised on the 
basis of BSA. Therefore, there is a need to 
determine BSA as accurately and conveninetly 
as possible. 
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Not much work has been done by medical 
workers in this field and first attempt was made 
by Meehs (1915) and later by Dubois (1916) 
and others and given various models for the 
same. They developed a nonmogram so that 
the approximate BSA can be determined and 
this nomogram is still in use. Dubois (1916) 
nomogram and formula is based on Western 
subjects and BSA depends on physical build 
of the individuals. Therefore, there is every 
possibility that Dubois nomogram over esti- 
mates the BSA of Indians. P 


In this study an attempt was made to find 
out the reliability of simple formula mentioned 
by Harper (1973) and the BSA deterrhined by 
this method was compared with that obtained 
by Dubois Linear Formula and by nomogram. 


Material and methods:- 


Twenty seven healthy subjects of 18 to 55 
years (21 males and 6 females) were subjected 
to this study. Ninejeen observations on diffe- 
rent parts of body were taken with subjects 
lying on flat surface as explained by Dubois 
(1916, Figure 1). At the same time height, 
weight and mid thigh circumfrence of these 
individuals were also measured. Height and 
weight were used when BSA was calculated 
by Dubois nomogram, while simple formula 
mid thigh circumfrence was utilised. The sim- 
ple formula described by Harper (1973) is:- 
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- Table 1: 


Determination of body surface area by 
different methods. 
No. Age Sex Height Weight — Mid Thigh BSA (Sq cms) 
(Yrs) (cms) (Kg)  circumfren- 





ce(cms) Simple Linear Мотортат 
Formula Formula 


Į; M „168.0 61.0 49.0 1.64 1.68 1.69 
2.2.422 Е 163.5 52.5 46.5 1.52 1.48 1.54 
3 18 M 175.0 55.0 46.5 1.62 1.58 1.67 
£71 Е: .156.0 48.0 44.0 1.37 1.40 1.45 
З: 21 M 167.0 60.0 50.0 1.67 1.66 1.69 
6. 23 M 157.0 42.0 40.0 1.26 1.33 1.38 
7. 35 М 169,5 55.0 46.0 1.56 1.56 1.63 
"8; 43 М 168.0 68.0 50.5 1.69 1.69 1,78 
9. 46 М 166.5 57.5 47.5 1.58 1.56 1.63 
10 43 М 169.0 57.0 46.5 1:37 1.61 1.69 
11 40 Е 162.0 50.0 45.5 1.47 1.49 1.51 
12 26 М 166.0 48.0 43.5 1.44 1.45 1.52 
13 30 M 168.0 52.0 43.5 1.46 1.50 1.58 
14, 34 M 164.5 56.9 48.5 1.59 1.56 1.59 
15. 19 M 168.5 51.5 44.0 1.48 1.50 1.58 
16. 53 F 157.0 42.0 40.0 1.26 1.23 1.38 
17. 21 M 167.0 60.0 49.5 1.65 1.66 1.69 
18 23 F 159.0 53.0 47.0 1.49 1.50 1.54 
19. 20 F 162.0 43.0 40.0 1.43 133 1.42 
20. 30 М 167.0 63.0 50.5 1.69 1.64 1.74 
2b-^ 18 M 181.5 60.0 47.5 1.72 1.69 1.80 
22. 19 M 164.0 55.0 46.0 1.50 1.49 1.58 
23. 20 M 161.0 58.0 53.5 1.72 1.74 1.78 
24. 55 M 165.0 51.0 40.0 1.32 1.42 1.54 
29. 35 M 168.5 59.0 49.0 1.65 1.60 1.69 
26. 33 M 163.5 61.0 50.5 1.65 1.62 1.67 
27. 33 М 167.5 67.0 53.0 1.77 1.73 1.76 

come EE ис 
Mean 1.54 1.54 1.61 
SD +0.16 +0.12 +0.17 

m ee м ee CER 

BSA (Cms?) ( closely related to that obtained by Dubois 

= 2 (Mid thigh circumfrence) X (Height) linear formula and practically no difference 

(cms) (cms) was found between the mean values of BSA 


derived by these two methods, while the mean 
Mid thigh circumfrence is measured at a values of BSA estimated by Dubois nomogram 


point 10 cms below greater trochenter. was higher than that calculated by linear for- 
: mula (Table 1). 
Results:- рылым 


It was observed that in most of the cases The body surface area (BSA) calculated 
the BSA calculated by simple formula was Бу three methods i.e., Dubois linear formula, 


| 
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Dubois nomogram and by simple formula of 
27 individuals were presented in Table 1. In 
all these cases nomogram overestimates the 
value of BSA and on an average nomogram 
showed an increase of about 5% over than 
calculated by Dubois linear formula. We are 
in accordance with the veiws of Dubois that 
linear formula with its nineteen measurements 
seems to be the most accurate method, but 
the work of taking so many measurements on 
different parts of body of each individuals is 
very troublesome and time consuming. 





Fig. 1 


Determination of body surface area 
(Dubois Linear Method) 
In order to get a simple method Dubois 
prepared a nomogram and this is the most com- 
monly used method for determining BSA. This 


nomogram was developed on the basis of 
model:- 


* * * 
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. С. 


A = 71.84 (W)9-925X (H)972^ ..... (ii) 


The asumption made for developing this 
model was that weight was proportional to vol- 
ume and three dimensions of volume were in- 
volved in any expression of weight. As area 
‘A’ in model (ii) is a bidiemensional expression 
and product of weight *W" and height ‘H’ in- 
volves four dimensions, three dimensions of 
‘W’ and one of ‘H’. Therefore in order to con- 
vert the expression in two dimensional quan- 
tity, they assign different powers to ‘W’ and 
‘H’ and finally observed that the best values 
of BSA can be determined by expression 
On the other hand, in simple formula (i) only 
two measurements і.е., height and circumfer- 
ence of mid thigh need to be taken and fairly 
reliable estimates of BSA can be obtained. 
However, the simplest procedure for obtaining 
BSA is Dubois nomogram, but :t was noticed 
that this procedure overestimates the BSA of 
Indians by about 1 to 14%. Further the nomog- 
ram was prepared under the assumption that 
weight is proportional to volume. No such as- 
sumptign was needed in simple formulla, and 
also the units and dimensions of both sides of 
expression (i) are same. Thus more relaible 
estimate of BSA could be obtained using sim- 
ple formula than that estimated by means of 
Dubois nomogram. Therefore estimation of 
BSA by means of simple formula is recom- 
mended for further studies. 
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Jejunogastric intussusception “ 


Sharma A.K., Mrs. Rajesh SH 


Abstract 


The jejunogastric intussusception an unusual ENEs of gastro- 
enterostomy is discussed in detail. Because of lack of awareness, clinical 
similarity with other common gastrointestinal emergencies įt is not diag- 
nosed very often in time and results into high mortality. Prevention of 
its occurrence and recurrence is still a matter of debate. 


Key words:- 


Jejunogastric Intussusception. 


Introduction 


Retrograde jejunogastric intussusception is 
a well recognized although infrequent compli- 
cation of gastric surgery. The lack of awareness 
about it leads to unintentional delay in man- 
agement and carries significant mortality. To 
the best of out knowledge there have been 
about 200 total cases reported in the world 
literature since its original description by 
Bozzi', and most of these have been isolated 
case reports. Interestingly Britishers predomi- 
' nate the literature. It is surprising whether this 
is a pathological entity that seldom occurs or 
is seldom diagnosed. Although gastric surgery 
started in 1881 when Woeffler performed the 
first gastrojejunostomy and later on Billroth 
performed Billroth II gastrectomy in 1885, it 
was only in 1914 when Bozzi'described a pa- 
tient with jejunogastric intussusception after 
gastrojejunostomy. Lundberg^was first to re- 
port this as a complication of a Billroth II gas- 
trectomy. 
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Jejunogastric intussusception is thirteen 
times more common after simple gas- 
trojejunostomy ee after gastrectomy and Bil- 
Iroth П anastomosis*. The incidence is slightly 
higher after retrocolic anastomosis then after 
antecolic anastomosis. But it can occur follow- 
ing any procedure where the fixed duodenal 
loop has been bypassed. Thus it has been re- 
ported after most of the gastric ды 2 
operations i.e. after partial gastrectomy,^* 
total gastrectomy^? and posterior gas- 
trojejunostomy.^* Although uncommon re- 
trograde intrussusception may occur after 
Roux-gn- Y gastrojejunostomy, or 
oesophagojejunostomy?'? Jejunogastric intus- 
susception can be classified either anatomically 
or clinically. Shackman? described 3 anatomi- 
cal variants of this conditions: Type I: afferent 
limb intussusception (descending antegrade 
10%); Type 2: efferent limb intussusception 
(ascending, retrograde 80%) and type 3: com- 
bined (10%). The efferent limb intussuscep- 
tion is more common where there is large gas- 
tric stoma. On the other hand the efferent limb 
intussusception is uncommon presumably be- 
cause of short length and fixed retroperitoneal 
portion of the duodenum. Clinically, the 
jejunogastric intussusception can be of two 
types - (a) Acute and (b) Chronic recurrent. 
Adams'? further subdivided the acute type 
into two sub categories on the basis of clinical 
presentation with will be discussed later on. 


Etiopathogenesis 


The exact cause is still ill understood. How- 
ever many theories have been postulated to 
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explain the genesis of this condition. The usual. ` 


causes of intussusception elsewhere i.e. an in- 
traluminal or intramural pathology are absent 


in these cases. Conklin & Markowitz!! postu- 


lated the following causes of this condition: 


i) Functional causes: — Antiperistalsis 
triggered by hyperacidity", jejunal con- 
tractions with abnormal motility, in- 
creased mobility ef efferent limb. 


ii) Mechanical causes: Increased intra- 
abdominal pressure (i.e. pregnancy, 
tumor etc.) adhesions where a more 
mobile segnient intussuscepts through a 
more fixed segment, deranged stomal 
function by recurrent vomitings. 


The widening of the upper jejunum as com- 
pared to distal bowel- (this wide jejunum is 
more relaxed and will receive the intussuscept- 
ing segment) and dilated and atonic stomach 
(specially after vagotomy) are the other possi- 
ble mechanism causing this condition. 


Out of the whole chunk of postulates and 
theories the most commonly accepted view to 
explain the type 2 intussusception is retrograde 
peristalsis'?. The intussusception may be 
physiologic in preventing ‘intestinal hurry' and 
solwing the transit time. The subclinical trans- 
ient antegrade and retrograde intussusception, 
are not rare as demonstrated cinegraphically 
by Alvarez and Hinshaw.'^ 


Thus peristalsis presumably intitate the in- 
tussusception. The peristalsis is retrograde in 
type 2 intussusception and antegrade in type 
1 intussusception or both in type 3. After the 
initial invagination, the peristalsis (antegrade 
and/or retrograde) continues to push the intus- 
suscepting jejunum towards the stoma and ul- 
timately stomach becomes intussuscipiens. In 
the acute type the neck of intussusception fixes 
at the stoma and oedema ensues. This increas- 
ing oedema and ultimate compromise of the 
blood supply to the bowel leads to gangrene.? 
The пёсК is loose in chronic type, thus no 
oedema, ischaemia or gangrene occurs. The 
spontaneous reduction is usual in chronic type, 
which can recur at times. 


Clinical manifestations. 


Five classic clinical manifestation has been 
described of this condition i.e. pain, vomiting, 
hematemesis, a раіраМе abdominal mass and 
a picture of high intestinal obstruction. The 
specific clinical picture vary according to the 
anatomical types and clinical groups i.e. acute 
or chronic. The type 2 intussusception usually 
presents with acute clinical picture while 


chronic symptomatology is the result of type 1 
intussusception. 


In general, acute type presents with the 
picture of high small bowel obstruction. 
Adams? divided the acute type into two sub- 
groups (a) sudden acute attack of epigastric 
pain with sensation of constriction in the 
upper abdomen and initially clear, later on 
bile stained vomitings. These cases are diag- 
nosed as acute intestinal obstruction needing 
early surgery. (b) The other type resembles a 
bleeding anastomotic ulcer in which vomitings 
are frequent, initially blood stained later on 
become haemorrhagic. The hematemesis 
suggests a complete obstruction and bleeding 
occurs from necrotic jejunal mucosa. The loss 
ot blood is usually small but if shock ensues 
then the degree of shock is out of proportion 
to the blood loss. A tender mass is palpable 
in about 50% of patients!?. In patients with a 
previous gastrectomy a mass may not be palp- 
able because of retraction under the rib mar- 
gins. The deterioration of the haemodynamics 
is significant in acute disease, which leads to 
proportionally high mortality. If operation is 
performed within 48 hours from the onset of 
symptoms the mortality rate is 10% but it 
reaches to 5096 if operation is delayed?. 


Diagnosis 

Usually people do not attribute the 
jejunogastric intussusception as a cause of 
postoperative vomiting and copious gastric as- 
pirate. Consequently the diagnosis is messed 
very often.'>. But a mass in left hypochon- 
drium associated with blood stained vomitus 


should raise the suspicion of this condition, in 
early postoperative phase of gastric surgery’. 


Way back in 1948, Aleman? discussed some 
of the radiological features of this condition, 
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though the plain film of abdomen is usually 
inconclusive scarcity of gas throughout the 
GI tract, a homogenous mass in upper abdo- 
men in acute stage and intramural gas if bowel 
is necrotic may be corroborative findings for 
the diagnosis. The upper GI barium studies 
and endoscopy almost always clinches the diag- 
nosis. Barium studies show an oval or sausage 
shaped mass within the stomach originating 
from stoma!? ог a striated filling defect іп 
stomach?. The use of gastroscope for instant 
diagnosis of this dreaded mystery is of im- 
mense help??. 


Treatment. 


The Jejunogastric intussusception with 
acute fulminating presentatin, almost always 
require immediate surgical intervention while 
in the other type where self reduction is the 
rule (the chronic recurrent) an expectant poli- 
cy may be adopted. 


In acute cases, further management de- 
pends upon exploratory findings. If the gut is 
gangrenous it must be rejected. Whether revi- 
sion of gastrojejunostomy is done simultane- 
ously depends upon anatomic factors. On the 
other hand if the intussuscepted jejunum is 
viable then simple reduction will suffice the 
treatment?'. Pushing the bowel through the 
stoma site is safer than pulling it from the small 
bowel side. A gastrostomy may be necessary 
for this purpose. 


Jejunogastric intussusception occurring in 
early post operative period should be treated 
conservatively. Administration of steroids may 
accelerate reduction. Probably by reduction of 
oedema in the intussusception. Not very often 
this form may convert into chronic one result- 
ing into repeated episodes of high intestinal 
obstruction. Clinically chronic recurrent from 
stimulates post gastrectomy efferent loop syn- 
drome”. 


Prevention 
As it is still not definite how often and 


which patients develop jejunogastric intussus- 
ception after gastric surgery so initially no 


. 


which may contribute to the diagnosis. Al- ' extra surgical intervention is done as a routine 


to prevent it. But once patient suffers from it, 
there are many procedures advocated to pre- 
vent recurrence which poses problem to the 
patient. For this many procedures have been 
advocated. Edwards?” suggested fixation of 
Jejunum to adjacent tissue, mesocolon, colon 
stomach. Other procedures which have been 
described from time to time are suturing the 
efferent to the efferent loop?^, plication of 
mesentery of small bowel?, suturing the 
jejunum to anterior abdominal wall*® and 
Brawn’s entero anastomosis. But all these pro- 
cedures are found to be followed by recurr- 
ence. Abolition of gastric jejunal anastomosis 
would seem to be an ideal solution but this 
may be technically hazardous one. . 


So it appears that there is no certain way 
of preventing the recurrence of intussusception 
but atleast when this dose recur patient readily 
appreciates the significance of symptom be- 
cause of previous experience. 
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* * * 


Herbal folk remedy for migraine prevention 


From a double blind placebo controlled study in Nottingham, Greot Britain comes the 
view that ingestion of the leaves of the aromatic plant known as feverfew, may reduce 
the number and severity of attacks in persons with migraine. Hitherto a lay remedy for 
migraine prevention, this study seems to put a stamp of validity on this herb. The author 
suggests that feverfew exerts its effects by inhibiting serotonin release from platelets. 


* * * 


(Lancet 1988 ii, 189) 


* * * 


Blood pressure. response to exercise and early diagnosis of hypertension 


According to authors of this review upto one third of persons who have normal blood 
pressure at rest but excessively high blood pressure during exercise will probably develop 
sustained resting hypertension within 5 years. A standardised exercise test of low to 
moderate intensity may thus serve as an aid for early detection of ‘at risk’ persons. Such 
persons should be advised to make life style modifications i.e., weight reduction, cessation 
of smoking, avoidance of excessive stress and improvement of physical fitness. 


E (Jl. of Cardiopulmonary Rehabilitation (1988) 8,17) 
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Partus Corpore Conduplicato in transverse lie. 


Chhabra S. 


Summary 


Partus corpore conduplicato is extremely rare mode of delivery in 
transverse lie. It can not be awaited in usual circumstances. In the 
presented study from department of Obstetrics and Gygaecology of 
Mahatma Gandhi Institute of. Medical Sciences the incidence of trans- 
verse lie for births beyond 28 weeks of pregnancy was .99%. 11.84% 
of cases delivered by this very rare mode of delivery. All cases were 
from rural area. Perinatal loss was 100% (88.88%) came with dead 


babies. 


Among all the lies which the fetus can as- 
sume transverse lie is the most unfavourable 
one. Spontaneous delivery is almost impossi- 
ble except in rare circumstances. Corpore con- 
duplicato (spontaneous expulsion) is ex- 
tremely rare mode of delivery and can not be 
‘awaited in usual circumstances. Present article 
deals with this rare fate in transverse lie. 


Material. 


Presented data is from department of 


Obstetrics and Gynaecology of Mahatma Gan- 
dhi Institute of Medical Sciences Sevagram 
(Rural Medical Institution). This department 
pools most of the abnormal obstetrics of near 
by villages and townships, Incidence of trans- 
verse lie in the deliveries included was 0.99% 
of all births beyond 28 weeks. Present study 
is of 9 cases of spontaneous expulsion. 


Observations: 


All these cases came from rural area. All 
but one were emergency intrapartum admis- 
sions. One was a teen ager, another beyond 
30 years. All the rest were between the age 
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group of 20 to 30 years. 33.33% were primi- 
gravida (Table I). АП were beyond 28 weeks 
of gestation. 2 (22.2276) were term pregnan- 
cies (Table II). One case was admitted for- 
transvere lie from outdoor. Rest all were hav- 


_ ing pain and/or bleeding or leaking at admis- 


sion (Table II). 


\ 


.. Only one patient (who presented with only 
leaking) was given pitocin drip and epidosin. 
44.44 patients had fully dilated cervix and 2 
(22.22%) had 4 cms dilated cervix at admis- 
sion. One other was nearing second stage. (one 
was a elective admission from outdoor). 


Admission delivery interval of 7 cases 
ranged between few minutes to 12 hours (mean 
2 hrs), patient admitted with transvere lie de- 
livered after many days and patient with to- 
xaemia and intrauterine death after 2 days of 
admission. 6 (66.66%) were male babies. 
Perinatal loss was 100% (11.11% Neonatal loss 
within 6 hrs) (Table III). 3 babies (33.33% 
were badly macerated. 

Discussion. 

The incidence of transverse lie continues 
to be very high in our country. The range given 
is one in 200 to 500 (Raju 1983, Masani et al 
1986). Ours is still higher probably because we 
pool almost all abnormal cases of near by vil- 
lages. Transevere lie is supposed to Бе com- 
mon in grand multipara, 33.33% of this group 
were primigravidas and 5 (55.5576) third 
gravidas (4 with previous two term child births 


а E E E Ó————— MÀ ——— 
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Table I 


Gravidity/parity and gestation. 
pe САВА ГАНЕ АВЧ МАЗе 
Gravidity/Parity. | | Gestation is weeks 
"epa o А А T PR арн а RR ICD VIO RELICTUM 
Gl G2A1 G3 P2 (x) 29-32 33-37 34 - 
No. 3 1 5 4 3 2 
% 33:93 4-2 1111 55.55 44.44 33.33 22.22 


(x) had 2 live children each 
1. Still born with hand prolapse. 


1 had 2 preterm deaths - 1.Neonatal death. 
DAS c.p Ms ES ET NERA ERO NU ОНА. г -у, Жа 


Table II 


Presenting problems and their duration. 








Cases Pain Bleeding Leaking Handprolapse Other. 
[OE ял ннн е ШЫ; T UT a OR NNI ST eB diens Oo n 
1. 8 hrs. 5 hrs. -- -- - 
2. -- -- 12 hrs. -- -- 
3 4 hrs. -- 4hrs. 4hrs. -- 
4. 8 hrs. --. 2 hrs. 1 hrs. -- 
5. -- 24 hrs. S a zs 
6. 12 hrs. -- 14hrs. Shrs. -- 
d. 10 hrs. 6 hrs. -- -- -- 
8. -- -- -- -- Adm with 
Transverse lie. 
9. -- -- -- -- Loss of- Foetal- 
movements 
and Headack 
ат ыы ы қын Шы ee ee Ie OVES o 
Table III 
Weight and sex of baby 
Weight Sex 
comer mc n CNN E ККЕ ov te rt 
«3 1.5-1.9 >1.9-2.4 >2.5 Male Female 
No. 3 3 2 1 6(5 SB) 3 (All SB) 
% 33.33 33.33 22.22 11.11 66.66 33.33 
SB- Still Birth 
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each !) Once diagnosed transverse lie is ideally 
managed carefully during pregnancy with a 
proper plan of management. However when 
patients come during labour with dead babies 
one has to decide the best possible manage- 
ment. 44.44% of this group came with fully 
dilated cervix, 55.5596 delivered with in few 
minutes of admission by the extremely rare 
mode corpore conduplicat. Other two took 
some hrs. Unfortunately the patient who was 
admitted with a live foectus had precipitate 
labour (spontaneous expulsion). Hospital staff 
was not informed about pains. 2.4 kg. male 
live baby died within 6 hrs. Though we do say 
that this rare fate of transvere lie should not 
be awaited. Some did have this (two with 
babies beyond 2 kg. one 2.8 kg!) 


* * * 


Summary. 


Incidence of shoulder presentation here 
was 9995. 33.33% cases who had partus cor- 
pore conduplicato were primigravidas. 66.66% 
cases had babies of 1.5 kg. or more. One baby 
(weight 2.4 kg.) came out live but died after 
6 hrs. Though spontaneous expulsion is sup- 
posed to be a extremely rare mode of delivery 
in transverse lie. We had this in nearby. 
11.87% cases of transverse lie. 


References: 


1. Masani К.М. Parikh M.M.A. Text Book of Obstetrics Popu- 
lar prakashan 4th Ed. 368, 1986. 


2. Raju G.R. Obstetrics & Fetal Medicine 5. Chand Company 
LTD New Delhi 1st Ed. P 233 1983. 


* * * 


Unilateral clubbing of fingers associated with causalgia 


A 30 year old man presented two years after sustaining a closed injury to the right 
forearm. He complained of a persistant burning pain in his right hand that limited its use. 
-His hand was hypersensitive to light touch, but there were no changes in skin colour or 
texture. Trophic changes and finger clubbing were noted. There was no muscle wasting 
or reduction in the power of the hand, and the resultS of a general medical examination 
were normal. His treatment had consisted of a stellate ganglion block and о course of 
guanethidine blocks. At presentation he was taking amitriptyline. The clubbing was espe- 
cially pronounced in his ring and middle fingers, with associated widening of the fingertips, 
as classically seen in clubbing. To our knowledge this association between finger clubbing 
and causalgia has not been previously reported. 


* * * 


(BMJ. Vol.297. 94-51. Dec.88) 


* * * 


finti-muscle Wasting Drug 


Scientists at the Rouett Institute in Aberdeen, Scotland have discovered that a drug 
first produced as an anti-asthmatic agent can halt and reverse the process of muscle 
wastage. Clenbuterol was first developed for the treatment of asthma in recehoreses. It 
was noticed, however, that doses of the drug reduced the fat content and increased the 
muscle of animals. Muscles grow by a circular process of manufacturing and breaking 
down proteins, the amount of growth being determined by the balance between the 
amount made and the amount broken down. Clenbuterol interferes with this balance and 


thus suppresses the breakdown. 
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Disseminated intravascülar coagulation.- A Review 


Prasanna Kumar Rathor 


Our continued existence as individuals is 
dependent on the maintenance of the fluidity 
of the circulating blood. Fluid blood is required 
for delivery of Oxygen and removal of carbon- 
dioxide from all tissues and is as essential to 
life as the continued beating of the heart and 
the exchange of gases by lungs. Once the fluid 
blood solidifies inside the vascular tree as in 
Disseminated Intravascular Coagulation 
(DIC), a catastrophic process begins. DIC has 
great clinical importance not only because it 
is a common pathway of death in various dis- 
eases and disorders but also because with 
proper and precise treatment. Life can be ex- 
tended ta allow additional time for diagnosis 
and treatment of the primary disease. 


Definition: 


DIC is an acquired disorder characterised 
by wide spread intravascular fibrin depostion, 
predominantly in microcirculation, which re- 
sults in a depletion of clotting factors that may 
lead to a severe haemorrhagic diathesis and 
intravascular haemolysis. Defibrination syn- 
drome and consumption coagulopathy are 
other two synonyms for it. 


History: 


It was known for almost a hundred years 
that DIC could be reproduced experimentally 
by intravenous infusion of thromboplastic sub- 
stances into animals. It has been only 40 years 
since this syndrome was first described clini- 
cally and in 1959, i.e 30 years since the first 
report of a case successfully treated with hepa- 
rin. 


Dr. Prasanna Kumar Rathor. M.B.B.S., F.A.LM.S.. 
M.O. Sub Divisional Hospital, 
P.O. Champua, Orissa. 
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Aetiology: 


Behind every clotting episode lies a trigger 
that activates the clotting. Major categories of 
aetiologic factors are: 


I. Obstetric complications: 


- Abruptio placentae 

- Amniotic fluid embolism 

- Second trimester abortions 

- Septic abortions 

- Retained dead foetus 

- Toxemia of pregnancy 

- Post Partum hemolytic Syndrome 
- Saline and Urea induced abortions 


II. Infections: 


— Viral: Arboviruses | 
Herpes, CMV, Rubella. 
- Ricketssial: Rocky mountain spotted fever 
- Bacterial: Meningococcemia 
. Gram negative endotoxemia 
Also Staphylococci, Streptococci 
and Pneumococci infections. 


- Мусойс: Histoplasmosis 
Aspergillosis. 

- Protozoal: Malaria 
Kala-azar 
Trypanosomiasis. 


III. Neoplasms: 


— Carcinomas (Prostate, pancreas, breast, 
lungs and ovary) 

- Metastatic Carcinoid. 

- Rhabdomyosarcoma. 


IV. Disorders of haemopoietic system. 


- Acute leukaemia (promyelocytic) 
- Intravascular haemolysis. 
(e.g. Transfusion of incompatible blood) 


V. Vascular Disorders. 


- Malformations: Giant Haemangioma. 
Aneurysm of aorta. 
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- Endothelial damage: Kassabach - Merritt 
Syndrome. Haemolytic 


Uremic Syndrome. 
Acute glomerulo- 
nephritis. 


-Collagen vascular disorder: Acute Vasculitis. 

- Hypoxia апа 

hypoperfusion - C.C.F. with pulmonary 
emboli various forms of 
shock Hypothermia. 


УІ. Coincident to massive tissue injury. 


- Large traumatic injuries. 
(e.g. Gun shot wounds, Head injury) 
- Burns, Frostbite. 
- Extensive surgery. 
- Extra corporeal circulation. 
- Fat embolism. 


VII. Miscellaneous 


- Snake venom 

- Drug reactions 

- Heat Stroke 

- Anaphylaxis 

- Purpura fulminaus 


Pathology: 


Pathophysiology of D.I.C. is complicated. 
А number of mechanisms which may cause 
DIC has been elucidated clinically and experi- 
mentally. Irrespective of the trigger, the effect 
is a threat to the circulation and the fibrinolytic 
mechanism acts instantaneously. So fibrin is 
lysed as soon as it is formed. Sometimes this 
response may overact and excess plasmin pro- 
duced by the fibrinolytic system digests fibrino- 
gen and other factors as well as fibrin giving 
rise to a grave haemorrhagic state. Alongwith 
it there is depletion of clotting factors and 
platelets by the coagulationeprocess which ini- 
tiated the problem (DIC). The result is com- 
plete failure of haemostatic mechanism. The 
FDP themselves have effect which may exacer- 
bate the bleeding. (Fig. 1) 


Clinical features 


The clinical picture is an apparent paradox. 
There is wide spread coagulation in the face 


-ы evidence of bleeding. The patient is gravely 


ill. The significant signs and symptoms are: 
Bleeding 


Serious bleeding occurs most commonly as 
a complication of obsterical accidents or 
surgery in which it is sometimes catastrophic. 
A most striking feature of all forms of acute 
DIC is the bleeding which starts spontaneously 
from previous venepuncture sites. Excessive 
bleeding at the site of operation is noted both 
during operation and  post-operatively. 
Generalised bleeding manifestations include 
ecchymosis, haematoma, GI bleeding апа \ 
haematuria. 


Thrombosis 


Evidence of acute thrombosis such as con- 
vulsions, coma, acute dyspnoea, cyanosis, ab- 
dominal pain and oliguria may herald the 
onset of the disease depending on which organ’ 
system is most severely involved. Apparent 
recovery from the acute episode may be fol- 
lowed by late manifestation, notably renal cor- 
tical necrosis or pituitary or adrenal failure: 


Shock 


Occurs frequently in acute conditions. 
Hypotension, tachycardia and cold and 
clammy skin are the notable features as in any 
form of shock. 


Haemolysis 


This is noted in almost every case. 


This constellation of clinical signs and 
symptoms when occuring simultaneously is a 
presumptive evidence of DIC. However a de- 
finite diagnosis can be established only by ap- 
propriate haematologic and coagulation 
studies. 


Out of all the parameters, plasma fibrino- 
gen level is important. It correlates most 
closely with bleeding. In peripheral hospitals 
a rough assessment can be done by clot obser- 
vation test (Weiner’s. Normally clot forms by 
10 minutes, clot retracts and remains firm at 
the end of one hour. If clot is not formed by 
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Fig. 1 
Flow chart of pathogenests of DIC 
Table - 1 
Consumption coagulopathy panel 
Appropriate test Normal finding In dic In primary pathological 
Peripheral blood smear Fibrinolysis 
RBC Morphology Normal Decreased Normal 
(1.5-3.5lac/cumm) — (70,000/cu.mm) 
Normal Fragmentation of Normal 
redbloodcells — « 
Fibrinogen level 150-400 mg % Very low(100mg 96) Normal or low 
Prothrombin time 11-17 Secs Prolonged Proionged 
Fibrin degradation products 
(FDP) Usually absent Mild to moderate Markedly 
increase elevated 
: (150 Mg/mlis significant) Hem 
Euglobulinclotlysistime 2-4 hoursisrequired Usually negative Positive 
(Plasma fibrinolytic for lysis of euglobulin 
activity) clot 
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10 minutes, fibrinogen deficiency is there.. 


When clot fails to form by 30 minutes fibrino- 
gen level is approximately 100 mg%. 


Differential diagnosis 


The major problem is to differentiate DIC 
and primary pathological fibrinolysis. DIC is 
always accompanied by a detectable degree of 
fibrinolysis as evidenced*by the presence of 
Fibrin Degradation Products, (FDP). Typical 
findings of primary pathological fibrinolysis 
are shown in Table I. Also in DIC, the clot is 
smail but resistant to lysis, whereas in primary 
fibrinolysis the clot tends to be initially quite 
bulky but dissolves rapidly. 


Management 


. In DIC the central pathophysiology is the 
intravascular conversion of plasma to serum. 
The central principle of therapy is the intravas- 
cular reversion of serum to plasma. The prin- 
ciples of treatment are:- 

(A) Elimination of the precipitating factor. 
(B) Replacement of coagulation factor and 
platelets. | ғ 

(C) Inhibition. of the clotting process with 
heparin-and other agents. 


A. Elimination of precipitating factor: 


The precipitating causé is often self limiting 
e.g. atter delivery in patients with abruptio 
placentae or soon after surgery. However, 
some of the underlying causes require specific 
treatment like antibiotics in septicaemia and 
hormones in prostatic carcinoma. In acute 
DIC, treatment of underlying disorder to- 
gether with vigorous therapy of shock and 
acidosis is essential. М 


B. Replacement therapy 


Replacement therapy by whole blood, 
plasma or platelet is administered. One pint 
of fresh*blood raises fibrinogen by 25 mg%. 
It supplies 1 gm of fibrinogen. Alternatively 
commercial preparations like fibrinal 0.5. gm 
two bottles provide 1 gm. fibrinogen. 


.C. Inhibition of DIC by heparin and other 


agents. 


In certain cases of DIC with intact vascular 
compartment, (e.g. amniotic fluid embolism) 
5,000 units of heparin followed by 20,000 - 
35,000 units per litre of fluid in 24 hrs. The 
dosage are reduced in presence of hepatic or 
renal insufficiency and severe throm- 
bocytopenia. | 


Usually the coagulation failure is checked 
on correction of fibrinogen and other clotting 
factors. Epsilon Amino  Caproic Acid 
(EACAO) is administered accordingly if fib- 
rinolysis is the predominant factor in causation 
of DIC. Dosage being 4 gm by intravenous 
route in the first half an hour mixed with 5% 
Dextrose, then 1 gm per hour in next 12 hours. 


Role of steroids is controversial. Yet De- 
xamethasone is administered intravenously in 
heavy dosage. 


Conclusion: 


* DIC is a syndrome occuring in all brancties 
of Medical Science. 


* Most frequently associated with obstetrical 
catastrophies, disseminated malignancy, 
massive trauma, becterial sepsis. In each 
case a tentative triggering mechanism is av- 
ailable. 


* Consumption of coagulation factors is the 
basic pathophysiology. 

* Generalised bleeding with thrombosis is the 
main clinical presentation. 


* Mild to moderate increase FDP, decreased 
fibrinogen, negatiave ECLT, decreased 
platelet count and normal red blood cells 
morphology are the important parameters 
for diasgnosis. 


Proper detection and management 
stabilizes the patient, prevent exsanguina- 
tion or massive thrombosis and permit in- 
stitution of definite therapy. 
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Вл opple а day 


Last week Britain's apple eaters were told by radio, television, and the newspapers 
that rather than keeping doctors away these fruits are now suspected of causing cancer. 


The apples themselves are as wholesome as ever - the hazard to health comes from 
'the chemicals sprayed on to them by farmers. The prime target is Alar (daminozide) a 
pesticide used to protect apples from attack by insects. The chemical penetrates the skin 
of the apple and cannot be washed of so that it finds its way into apple juice and apple 
sauce. 


(BMJ Vol 298 Apr 89) 


* * * * * * 


One surgeon's account of demonstrating the double cup hip operation to a senior 
colleague: Having made a sweeping incision, he held out the incision scalpel to the scrub 
nurse just as his colleague took his place by his side. The result was that he stabbed 
his colleague in the midriff, sinking the scalpel into his anterior abdominal wall. Fortunately, 
his colleague was well endowed in this area so there was no risk of peritonitis. As for 
the operation, it went well, although his colleague did keep his distance thereafter. 


(BMJ Vol. 297 24-31 Dec.88) 
% 
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To inject into the ankle, the needle should point doun ond laterally as it is inserted 
in front of the medial malleolus. 


(The Practitioner. 8 Nov.88 Vol.239) 


* * * * * * 
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Phone: 482929 476371. 


uu uu pfs 
Pu I a o a AAS 





LABORATORY EQUIPMENTS 


* Spectronic20B &L * Electronic Digital 
U.S.A. Blood Pressure & Pulse 
meter 

* Slide Projector 

* Haemometer 

* Haemocytometer 

* Counting Chamber 

* RBC/WBC Pipette 

* Blood Cell Counter 

* Baby W. Balance 











* Erma Colorimeter 

* Microscopes 

* pH Meter-Digital 

* Conductivity Meter 

* Centrifuge Machine 

* Autoclave/Sterilizer 

* Glucose Colorimeter 

* Premature Baby 
Incubator 

* Hot Plate, Water Bath 
Oven, Incubator etc.. 

* Deioniser * X-ray Viewing Box 

* Analytical Balances * Stop Watch/Timer 

Contact: 2 8110973 


LAB-INSTRUMENTS 
78-A, Jagannath S.Seth Road, 
‘Ratnadeep’ Ist Floor, 

(Near Roxy, Opera House), 
Bombay - 400 004. 





* Pyrogen Testing 







* Top Syringes 










Our concern for 
NUTRITION, INFECTION 


& DISEASE 


Found its expression in 


PROVISAR — Granules and Syrup 





AMPISAR — Capsules and Drysyrup 


TRIMSAR D S — Tablets and Paediatric Suspension 
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DIPLOMA & MD IN 
ACUPUNCTURE 


Doctors are eligible to join D.Ac and 
M.D. Acupuncture course at Nagpur 
and symposium at Madras, Bangalore, 
Hyderabad, Goa & Delhi. 
















Success comes with perfect training, 
we train for success. 






| Note: For promotion of Acupuncture 
education 30% discount in tution 
fee & Books “Clinical Acupunc- 
ture” & “Advance in Acupunct- 
ure” by Prof. Kothari. 


For details contact 






Director, 
Indian Acupuncture Training Centre, 
Dhantoli, 

Nagpur - 440 012. 
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UJrong dosage 


Dr. lan Roderick wrote a prescription for Mrs. Joan, Dwyer, who had complained to him 
of severe headaches, for a pain killing drug which was proved successful in the treatment 
of migraine. The drug ergotamine tartrate (Migril) is extreamely dangerous if not taken in 
proper doses. It can produce gangrene. Dr. Roderick did not prescribe the drug in the proper 
doses. Mrs. Dwyer took the prescription to the pharmacy of Cross Chemists (Banbury) Ltd; 
There she was given ergotamine tartrate in a container displaying the exact dosage as 
recommended by Dr.eRoderick. 


Mrs. Dwyer began to take the drug as directed and rapidly became very ill. During 
this time she was seen by a partner of Dr. Roderick, Dr. Jackson, who called to see 
Mrs. Dwyer from his own home and therefore did not have her medical notes with him. 


He was unaware that Mrs. Dwyer was taking ergotamine tartrate. He had examined 
drugs that were on her bedside table but had not seen ergotamine tartrate. By the time 
that the mistake was discovered Mrs. Dwyer was suffering from gangrane and her toes 
had to be amputated. As a result she became permanently crippled. 


(BMJ Vol. 297, 13 Rug. '88) 
* * * * * * 


Respiratory muscle weakness in Addison's disease. 


Patients with Addison's disease may rarely present with wheezing due to asthma. 
More commonly they have non-specific symptoms such as weakness, dizziness, and weight 
loss. 


In Addison's disease generalised fatigue is common and is usually attributed to non- ` 
specific malaise. Evidence of weakness in'both respiratory and quadriceps muscles was 
observed in one patient. The weakness in the respiratory muscles probably resulted main- 
ly from myopathy. Thus just as steroid myopathy may be induced by Cushing s syndrome 
or by excessive corticosteroid administration, so a lack of corticosteroid also seems to result- 
in muscle weakness and myopathy. 


(8MJ Vol. 297 13 Aug '88) 
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IS AN ICE BATH OF THE AFFECTED SKIN SUITABLE EMERGENCY TREATMENT FOR A BURN? 


About 80% of burns are caused by thermal injury for which first aid treatment should 
consist of removing the heat source and cooling the heated tissue to limit the extent 
of damage. Immersion of a patient with burns in an ice bath would cool the burn but may 
have serious effe¢s on the patient's circulation and-respiration. Application or running 
cold water from a top or shower is safer, more efficient, and more practical. The water 
should be applied direct to the burnt skin after removal of clothes. This treatment, which 

“not only limits the extent of damage but also relieves pain, should be continued for 
several minutes. Application of antiseptic cream, commonly advocated as first aid treat- 
ment in the past, may relieve the discomfort’ of the burn but does little to reduce the 
, extent of burn damage. Antiseptic and antibacterial topical applications, however, may be 
used later in the definitive dressing of the burn wound. 


(B.MJ. Vol. 296 19 March 1988) 
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Seizure 


Seizure or fit is the symptom of epilepsy. 
It is the result of a disorderly and abnormally 
high rate of nerve impulse discharge (“firing”) 
from the neuronal tissue. This was first defined 
by Hughlings Jackson. There are two kinds of 
seizure: partial and generalised. A partial sei- 
zure usually begins in a localised area of one 
cerebral hemisphere. A simple partial seizure 
(also termed a focal seizure) begins with a 
specific symptom reflecting the focus of origin 
of the seizure. There is no loss of conscious- 
ness. The events usually take while the patient 
is quite aware but not in complete control of 
what is happening. The specific motor 
symptom or sign may be a jerking of arm, 
turning of the head, localised numbness or 
tingling, there may also be autonomic signs 
like pupillary dilatation. Рѕусһоѕепѕогу 
symptoms include simple visual or auditory 
hallucinations eg. flash of light or buzz and un- 
provoked fear or anger. A continous jerk, uni- 
lateral is called a partial continuous epilepsy. 
Another from of simple partial seizure is Jack- 
sonian seizure. The abnormal discharge begins 
in one hemisphere and spreads slowly over the 
brain. The arm or leg on the opposite side of 
the body responds by jerking, eg. the seizure 
may begin with twitch of a finger, then jerking 
of hand, fore arm and shoulder, head is pulled 
to the side and the leg is drawn up. 


Complex partial seizure also termed 
psychomotor or temporal lobe epilepsy is 
characterised by a transient (1-2 minutes) loss 
of contact with the reality of the surroundings; 
the ability of the patient to respond to his en- 
vironment is abnormal. The complex partial 
seizure may be preceded by an aura-olfactory, 
nausea, usually. The seizure itself is charac- 
terised by bizarre behavioural changes, au- 
tomatisms, complex and highly integrated be- 
haviour of which he has no memory after- 
wards. Examples of automatisms are lip smack- 
ing, walking about, chewing and emotional 
outbursts. The attack is followed by amnesia 


and mental confusion. The automatism is ab- 
rupt in onset and puzzling to the onlooker. 


In generalised seizures, both hemispheres 
are involved. The generalised tonic-clonic sei- 
zure, also called a “grand-mal” seizure is - 
dramatic in its presentation. The tonic phase 
begins with a cry and loss of consciousness. 
There is a brief flexing of the arms and legs, 
the eyelids open and the eyes turn up, “һе arms 
are elevated, rotated and extended and rigidity 

,develops in 10-20 seconds. As the tonic phase 

ends, the tremors begin, first rapidly and then 
slowly as the clonic phase begins. The clonic 
phase lasts for about 30 seconds. Violent 
spasms of the whole body occur; as the jerks 
slow down amd stop, the clonic phase ends. 
The phase lasts 2-5 minutes and is followed 
often by deep sleep, headache and muscle 
pain. The EEG shows 10-20/ sec spikes. 


The’ absence of seizure, previously, called 
«petit-mal" is another type of generalised sei- 
zure. It occur in children and young adoles- 
cents and never begins after age 20. It may 
occur spontaneously or be precipitated by 
hyperventilation or bright light flashes. The 
seizures are characterised by, a loss of con- 
sciousness for about 10 seconds and may last 
rarely upto 60 seconds. The patient suddenly 
stops any activity he is engaged in; vacant 
stare, arm jerking, head nodding or slight body 
tensing follows. Automatisms as in grand mal 
seizure may appear, though not usually. There 
is no residual mental confusion. The EEG 
shows 3/sec spikes, disappearing after the brief 
attack. 


The atonic seizure is characterised by a sud- 
den loss of muscle tone; patient falls down and 
injuries are a great risk. This seizure, is often 
associated with mental subnormality. This is 
also the most refractory to therapy. 


The exact cause of the abnormal firing of 
neurons causing seizures is as yet not known. 
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Trauma, altered blood flow, neurotransmitter 
deficits have all been implicated. Emotional 
stress, sleeplessness, alcohol or anxiety can іп- 
crease seizure frequency. Patients who suffer 
some injury at birth (eg. hypoxia) may go for 
years with no symptoms and yet have their 
first seizure many years later. 


The treatment of seizure depends more on 
their type than on their cause. The first drug 
introduced was phenobarbital, as early as 
1912. Its usefulness is limited to grand mal 
seizure and to some extent, to partial seizures. 
It is not useful in absence seizures. 
Diphenylhydantoin, introduced in 1938 has a 
similar spectrum of actions; it does not cause 
sleepiness, mental dullness or hyperactivity in 
children. Trimethadione developed in 1945, 
was useful as an anti-absence seizure drug. 
Diazepam is limited to the treatment of status 
epilepticus. Primidone, another antiepileptic 
is converted in the body to phenobarbital to 
exert its effect. Valproic acid (Sodium val- 
proate) is among the recently introduced an- 
tiepileptic drugs. Valproic acid increases the 
concentration of GABA, an inhibiting neuro 


* * * 


transmitter in the brain, ACTH is effective for 


infantile spasms. Ketonuria, is held to be effec- 
tive in preventing seizures; it is not popular, 
because children in whom it is easier to ad- 
minister, dislike it and in older people, it is 
difficult to maintain the diet. 


All antiepileptic drugs have a few long term 
side effects eg. hepatotoxicity, impairment of 
learned behaviour, particularly avoidance res- 
ponses. Antiepileptics cause a slight increased 


risk of congenital malformations to the foetus. 


Once controlled, antiepileptic drugs, in a 
maintenance regimen, may have to be con- 
tinued for several years, because, a patient can 
do very well and be seizure free for a long 
time and then for some reason the seizures 
may return, due even to apparently trivial fac- 
tors like changing job or moving from place 
to place. Genetic aspects of epilepsy and 
molecular mechanisms of ictal discharges are 
some of the areas of current research 
on epilepsy. | 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


* * * 


A steady trickle of research studies suggest that treatment with fish oil may help 
some patients with rheumatoid arthritis (Annals of the Rheumatic Diseases 1988; 47; 
793-6) These polyunsaturated oils seem to have an anti-inflammatory action; but why, 
Minerva wonders, should patients take the oil in the form of capsules rather than in the 
form of fish? Switching from meat to fish seems to have lots of advantages and no 
obvious drawbacks (except that cooking fish well is more difficult that frying steak.) 


(BMU Vol 297 Nov 88) 


жж ж 


Biologists continue to speculate about the reasons for organisms reproducing sexually. 
The answer currently popular (The Sciences May/June 1988; 99-8) is that in meiosis the 
essential step in the division of germ cells, the recombination of chromosomes ensures 
repair of any damage to DNA ond so allows even aging parents to produce germ cells 


which contain pristine, virtually fault free DNA 


199 THE ANTISEPTIC 


(BMJ Vol 298 June.89) 


APRIL 790 


= 
«Ту 


EE 





Dr. S.P. Bhanmik, 
Midnapur, W.B. 


Q. What are the indications for dialysis their 
operation technic and the risks? 


A. Dialysis is indicated for all patients with 
kidney failure both acute and chronic. Ап acute 
renal failure (ARF) is essentially reversible 
in the majority of cases. Dialysis is curative. 
The patient with ARF, is maintained on inter- 
mittent dialysis, till the kidneys resume func- 
tioning. In chronic renal failure, dialysis is use- 
ful for preparing the patient for kidney trans- 
plantation, though long term maintenance 
hemodialysis is also possible. 


The technique of hemodialysis consists of 
vascular access, setting up of the extra cor- 
poreal circulation and the monitoring of the 
therapy by the hemodialysis machine. For 
temporary hemodialysis in ARF, the blood can 
be taken from a major vein like femoral or 
subclavian by catheterisiation. For regular 
maintenance dialysis, either an arterio venous 
shunt or an A.V. Fistula is established, usually 
in the forearm, between the radial artery and 
the cephalic vein. 


The risks are hemodynamic instability, 
hypotension, disequilibrium syndrome and in- 
fection in the acute stage, and hypo- 
proteinemia, osteodystrophy, and progressive 
atherosclerosis and cardiac problems in 
chronic patients. 


(Dr. T. Dhinakaran) 


* * * * * * 


Dr. Anis Ahmed, 
A-22,/175, Inder Lok, 
Delhi. 


Q. A patient with rheumatid arthritis, 30 yrs. 
(sero +ve) diagnosed early and treated with 
d-penicillamine, achieved remission very soon 
but continued the medicine upto 2 yrs. until 
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he developed severe stomatitis and depigmen- 
tation of lips. He stopped the medication and 
has been on chloroquin for 14 months now. 


Kindly tell me the further line of treatment 
to avoid both chlorogain toxicity and relapse 
of Rh. arthritis. Can he start oral gold therapy? 


A. It is obvious that it is a long standing 
rheumatoid arthritis with drug toxicity. Time 
to stop any drug in rheumatoid arthritis is to 
observe for complications and when it appears 
stop the drug. Fourteen months of chloroquin 
is sufficiently long period to stop. 


Ridaura (gold salts) can be started but kid- 
ney function should be good. Metronidazole. 
or I.N.H. can also be tried and have been 
found useful. Besides the above, general im- 
provement by physiotherapy, multivitamin 
and mineral tablets help in control of disease. 


(Dr. A.Subramanian) 


* * * * * * 


Dr. D.K. Chakraverty, 
Thati Pur Colony, 
Morar, Gwalior. 


Q. The utility period of a particular drug manu- 
facture by pharmaceutical companies are in- 
dicated by the date of manufacture and date 
of expiry. So I wish to know what changes 
does takes place in the drug after the utility 
period is over, whether the potency is reduced 
or the drug becomes toxic. 


А. One type of timé related harmful event is 
a decrease in therapeutic activity of the pre- 
parations to below some arbitary labelled con- 
tent. A second type of harmful event is the 
appearance of toxic substance formed as a de- 
gradation product upon storage of the formu- 
lations. The number of published cases reflect- 
ing this second type is fortunately quite small. 


(Dr. S. Vembar) 
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Q. For preparation like Vit. A, combination 
of Vit. A & E, antacid tablets containing dried 
aluminium hydroxide, magnesium carbonate, 
activated poly methyl siloxane, de- 
glycerhixinized yeast tablets, inj. Coramin, inj. 
Novalgin and inj. Dexamethasone, is there any 
specific period after the expiry after utility 
period in which these can be used safely or do 
the drugs become harmful immediately after 
the utility period? 


A. Vit. A is very susceptable to oxidation in 
most dosage forms. Use of antioxidants is ef- 


* * Ж 


fective in increasing the stability of Vit. A 
formulations. Refrigeration and exclusion of 
oxygen should also slow the degradation pro- 
cess and reduce the potency. All vitamins fol- 
low the same rule of losing their potency after 
the expiry date. Inj. Dexamethasone has a 
shelf-life of 6 months but this can be extended 
to 9 months by addition of 5% of excess of 
hydrocortisone during manufacture. 


(Dr. S. Vembar) 


* * * 


Answer to Quiz 


In view of male sex, age and smoking habit 
with mild ptosis of right eye lid with slightly 
increased size of radiologic right upper zone 
opacity, top in the list of possibilities is a mass 
lesion right upper lobe - Pancoast syndrome. 
he underwent fibreoptic bronkoscopy which 
failed to reveal any growth. There was marked 
pulsation felt through the scope on the anterior 
and right lateral walls of trachea which is 


ж ж ж 


strongly suggestive of aneurysmal dilatation 
of innominate vessel. An Aortogram was not 
done as the patient declined it in view of his 
age factor. 


Hence, final diagnosis will be 
Innominate artery aneurysm 
ж ж x 


Correct Answers received for “E.C.G. Quiz” Jan '90 


C. Ramesh 

1. Veera Raghavan Road, 
New washermanpet, 
Madras- 81. 


* * * 
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Correct Answers received for “Case of the Month" Jan '90 


Dr. S.P. Jain 
Chowk, 
Lalitpur - 284 403. 


Dr. V. Venkatraman, 


Anbil P.O., 
Trichy Dt. 
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Coronary rehabilitation 


Coronary rehabilitation is popular in many 
Western countries. Such treatment is of great 
value in helping patients who have had an in- 
farct or bypass graft to cope with the problems 
that face them. They are usually physically 
unfit, partly because few will have been taking 
regular exercise and partly because the period 
of rest necessary after the acute event produces 
further deconditioning. Patients are often de- 
pressed by the threat to their future and sec- 
urity and nearly always anxious about the 
chance of a recurrence. They suffer various 
symptoms such as “missed beats” and niggling 
left sided chest pains, which further undermine 
their battered self confidence. Angina or 
breathlessness may appreciably impair their 
exercise tolerance. A return to work provides 
an immense hurdle for many manual workers 
for whom a degree of physical fitness may be 
requisite to the retention of their jobs. 


Despite these difficulties most patients re- 
cover from their infarction or cardiac surgery 
and return to a reasonable level of functioning, 
though this is usually well below their optimal 
performance. The rate of return to work of 
patients who have had coronary artery bypass 
is disturbingly low, and a substantial minority 
of patients who have had an infarct do poorly 
because of continued depression or anxiety. 
(Half of those who are not back at work six 
months after the attack are suffering from car- 
diac neurosis rather than physical disability). 


The core of coronary rehabilitation is physi- 
cal training to ease the patient from inactivity 
back to full activity as quickly and safely as 
possible. Getting the patient mobilised early 
on in hospital and encouraging an optimistic 
attitude towards future physical capacity sets 
the scene. 


Most patients are ready to start graduated 
exercise within three or four weeks of infarc- 
tion and within five or six weeks of coronary 


artery surgery. The initial assessment includes 
taking a history, examining the patient. and 
taking a resting electrocardiogram. Patients 
who have increasing аяріпа, heart failure. or 
uncontrolled arrhythmias should be sent back 
to their physician for further treatment. An 
exercise test should be carried out with elec- 
trocardiographic monitoring using either a 
treadmill or a bicycle ergometer. The treadmill 
provides an exercise to which the patient 1 
accustomed, but it is expensive, noisy, and 
space consuming and some patients find it dit- 
ficult to balance оп one. The bicycle is cheap 
and easy to operate and allows blood pressure 
to be measured accurately during the test but 
requires the patient to keep a constant pedal- 
ling rate. It is usual to take the patient up to 
85% of his or her predicted maximum heart 
rate or to level 5 to 6on the Borg scale for those 
who are taking В blockers, unless stopped by 
angina, excessive breathlessness, falling blood 
pressure, or complex arrhythmias. (The Bore 
scale is a scoring system for perceived exertion. 
which runs from 0.5 (very, very light):to 10 
(very, very high) and which has been shown to 
have a good correlation with heart rate res- 
ponse to exercise.) Problems arising during the 
test may indicate the need for further treatment 
before starting exercise. The test measures the 
present fitness level from Which the exercise 
prescription can be devised and against which 
future performance can be compared. 


The exercise used should be dynamic or 
“aerobic” - that is, entailing much movement 
without emphasising power. Such exercise 
raises the heart rate and systolic blood pressure 
and produces breathlessness. Isometric exer- 
cise involves strength rather than movement, 
raises both systolic and diastolic pressure with- 
out great effect on the heart rate, and has much 
less effect on aerobic fitness which is so desir- 
able for the coronary patient. The most popu- 
lar regimen in Britain is circuit training using 
various exercises such as stationary cycling. 
stepping up and down, jogging on a minitram 
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poline, and a mix of arm and leg exercises with 
light dumbbells. This is easy to supervise in 
a small area and needs little equipment. The 
variety provided by a circuit is less boring than 
single exercise sessions, reduces the risk of 
musculoskeletal injuries, and prepares the pa- 
tient for many different activities at work and 
leisure. Some centres do rely on a single exer- 
cise such as cycling or jogging and find it satis- 
factory. A warm up routine with calisthenics 
is important and a warm down with non-com- 
petitive games may enjoyably round up the 
session. 


The training sessions should ideally be held 
three or four times a week (but twice a week 
will suffice), last 20 to 30 minutes, and increase 
the heart rate to between 70% and 85% of the 
patient's predicted maximum (85% of the pre- 
dicted maximum heart rate is roughly 195 
minus the age) or to a lower heart rate if indi- 
cated by the exercise test - in patients taking 
B blockers or with angina. This regimen has 
been shown to be optimal for producing a good 
increase in fitness;more frequent, prolonged, 
or intensive exertion gives little further benefit 
but carries an increased risk of musculoskeletal 
injuries or undesirable cardiac arrhythmias. 
The patient starts with a very light circuit and 
this is increased gradually in number and speed 
of repetitions in response to the heart rate 
reached at the previous session. It is helpful 
to encourage the spouse to join in the training 
programme, giving him or her an insight into 
the patient’s exercise capacity, thus reducing 
“mollycoddling” at home and encouraging 
compliance. Within two or three weeks home 
exercise should be started since wholly super- 
vised sessions encourages dependence and a 
high dropout rate once the course is over. The 
home sessions can include a circuit similar to 
the supervised ones using 3 kg dumb bells for 
arm and leg movements, jogging on the spot, 
and stepping up and down two steps. Many 
patienfs have or can borrow a static bicycle or 
rowing machine which may be incorporated 
into the circuit. The heart rate before and after 
exercise and the time taken to complete the 


exercise are recorded so that logical progres- 
sion can be worked out. A daily brisk walk 
over a measured distance of one to two miles 
recording the same observations is a useful 
extra and in fitter patients can be increased to 
a jog within a few weeks. 


The length of the course must depend on 
local resources and the number of patients pre- 
senting for treatment. Six to 12 weeks is usual 
- it is long enough to increase fitness mode- 
rately and to start the patient on the road to 
continued unsupervised exercise as part of the 
way of life. This duration must be flexible to 
allow for those with little heart damage who 
progress very quickly and for those with car- 
diac or psychological problems who need much 
more careful nurturing through the prog- 
ramme. A final exercise test to measure the 
fitness level attained can be followed by the 
long term exercise prescription. 


Patients who are recovering from heart at- 
tacks or heart surgery have needs beyond sim- 
ply regaining physical fitness. They are usually 
anxious to take all possible steps to reduce the 
chance of further coronary problems, and they 
gratefully embrace all approaches which may 
help. Most will have given up smoking in the 
coronary care unit, but those who have not 
will need help. Dietary advice to help reduce 
weight and where appropriate to reduce blood 
fat concentrations should be provided. Teach- 
ing patients about the nature of coronary heart 
disease, its risk factors, symptoms, and logical 
management helps them to understand their 
condition and to work for their own good 
health. Severe tension, anxiety, and depres- 
sion, which may not readily be admitted, 
need to be recognised and will often require 
professional treatment. Ideally, counselling 
and management of stress, and later on 
help with the return to work, should be avail- - 
able. 


(BMJ Vol 297 9 July 1988 
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The empty lifeboat 


In his classic account of the last days of 
World War II, John Toland describes how 
thousands of German Refugees from Danzing 
were attempting to get aboard a ship, the 
Goya, that they hoped would take them safely 
away from the approaching Russian army. 
During this chaotic situation Warner Juttner, 
ene of the German officers who was on the 
rapidly overcrowding ship, witnessed a son 
roughly preventing his aged parents from 
climbing onto the deck. The son was heard to 
cry out: “You're of no use any more! You're 
too old!” | 


“Lifeboat ethics" is almost a formal sub- 
class of ethical study: the examination of the 
moral dilemmas that exist when space, food, 
equipment, personnel, or other life-saving re- 
sources are in scarce supply. Today health pro- 
fessipnals are being inundated with arguments 
that they need to make lifeboat-type decisions 
and to draw similar death-affirming conclu- 
sions. Among these arguments are those for 
the withholding of food and water from certain 
terminally ill or handicapped patients, for the 
reduction of the public resources being spent 
on elderly patients during their last year of 
life, and for the killing of some patients by 
overdose for the patient's own good and for 
the good of the patient's family. 


The only scarcities we have are apparently 
those of human compassion and a willingness 
to meet, at some discomfort to ourselves, the 
holistic needs of all patients, including the el- 
derly, the handicapped, and the terminally ill. 


For example, even if we could somehow 
discern with complete accuracy the patients 
who were "in their last year of life", we ought 
to be looking for ways to use that information 
to reach out to them in a positive way, not a 
negative one. By our words, by our individual 
actions as health professionals, and by our na- 
tional health policies we ought to make it clear 
that we are willing to meet their special 


The empty lifeboat 
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spiritual, social, mental, and biophysical re- 
quirements. We should make it obvious that 
even though they may not be able to produce 
a cost-benefit analysis to justify their continued 
existence, they are nevertheless respected 
members of the human community. | 


The needs of the elderly, the handicapped, 
and the terminally ill should never be consi- 
dered so intense or expensive that we feel we 
can justify the withholding of either our com- 
passion or our effort let alone the killing of 
human beings in cold blood. As health profes- 
sionals we must strenuously refuse the tempta- 
tion to embrace euthanasia as a cheap proxy 
for our efforts to reduce human suffering, and 
we must also be willing to refute loudly the 
argument that killing is a form of healing. Most 
importantly of all, we must make a personal 
vow to provide each patient with humane, life- 
affirming health care services that are un- 
tainted'by economic or diagnostic prejudice. 


There is still plenty of room in the lifeboat. 


(New York State Ji. of Med. 
Vol. 88 October 1988) 


* * * * * * 


Botulinum toxin: Minute doses useful for some 
muscle disorders: | 


Although toxins of Clostridium botulinum 
are among the most lethal known, minute 
doses can be used in treating ocular-facial dis- 
orders. The toxin blocks the release of acetyl- 
choline from motor neurones, inducing 
paralysis lasting about four months. The toxin 
was orginally developed for treating concomit- 
ant squint, the rationale being that injecting it 
into the overacting muscle would cause tran- 
sient paralysis; the position of the eye* would 
be altered and hence the eye muscles would 
change their length. When the treated muscle 
recovered its function after four months the 
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strabismic eye could be straightened and the 
normal sensory fusion mechanisms would 
maintain this position. 


Unfortunately injections often have to be 
repeated for concomitant strabismus and the 
treatment has been more successful in prevent- 
ing the contracture of the antagonist muscles 
during recovery from paralytic strabismus. Li- 
mited benefits have also been reported in the 
treatment of dysthyroid ocular myopathy and 
infantile esotropia. Botulinum toxin has also 
transformed the miserable prognosis of pa- 
tients with essential blepharospasm, hemifa- 
cial spasm, and to a lesser extent, Meig syn- 
drome. Although patients often require injec- 
tions every four to six months, these are 
a welcome alternative to the uncertainity 
of surgery to the facial nerve or the orbicularis 
muscle or to the side effects of drugs. 


Ptosis is sometimes a complication of toxin 
injections, but it may act as a natural *ban- 
dage" to the eye and hence be useful in protect- 
ing the cornea from exposure. Ptosis may be 
induced by a direct injection of toxin into the 
levator palpebrae, and similar treatment may 
improve the unsightly upper lid retraction of 
dysthyroid eye disease or entropion in this case 
by injection the orbicularis of the lower lid. 
Side effects of the injection of botulinum toxin 
include paresis of other extraocular muscles, 
but this may be prevented or reversed by in- 
jecting antitoxin. 


Though this treatment has been successful 
mostly for the extraocular and finer facial mus- 
cles, larger muscles (such as the sternomastoid 
in spasmodic torticollis) can also be injected. 
Nevertheless, large doses are required for 
treating bulky muscles and may cause systemic 
side effects besides stimulating antibody pro- 
duction. A further benefit has been for spastic 
dysphonia, but less satisfactory results have 
been obtained with other small muscle groups 
such as in the hand and detrusor sphincter ab- 


normalities. © (BMJ. Vol. 298, 21 Jan 89) 
ж ж ж * % T 


Urethral Diverticuli in Women: 


It has been stated that the incidence of di- 
verticuli of the female urethra is a function of 
the enthusiasm of the surgeons involved. The 
estimated incidence of female urethral diverti- 
culi ranges from 1% to 6%. They are seen 
between the ages of 20 and 60 years with an 
average age of 36.to 40 years. Urethral diver- 
ticuli are either congenital or more commonly 
acquired. 


Theories of origin of congenital diverticuli 
include remnants of Gartner's duct, faulty 
union of primal folds, cell nests, vaginal wall 
cysts of mullerian origin, and congenital 
dilatation of paraurethral cysts. Acquired 
urethral diverticuli have been postulated to 
occur secondary to urethral trauma, instrument- 
ation, catheterization, childbirth infections 
(gonococcal or nenspecific) or operative injury 
to the urethra. Foreign bodies and urethral 
calculi have also been implicated. A calculus 
or foreign body might become lodged in the 
urethra and rupture through the wall of the 
urethra forming a retention sac. The most ac- 
cepted theory of formation of an acquired 
urethral diverticulum is that of Huffman which 
ascribes the pathophysiology beginning as an 
infection of the paraurethral glands with a re- 
sulting periurethral abscess, spontaneous 
drainage of the infected abscess into the 
urethra, and, finally, epithelialization of the 
cavity. The location of the paraurethral glands 
also dictates the location of the acquired ureth- 
ral diverticuli. Most report the diverticuli to 
be midurethral. 


The signs and symptoms of urethral diver- 
ticuli vary greatly from patient to patient, with 
up to 20% being asymptomatic. When present, 
the symptoms are usually very subtle. There 
is no correlation of the signs and symptoms to 
the size of the diverticulum. The most common 
complaints are those of dysuria and frequency. 
Other presenting symptoms include a history 
of recurrent UTIs, urgency, dyspareunia, uri- 
nary incontinence, post void dribbling, and 
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occasional lower abdominal pain. Most of 
the time women are seen multiple times 
for such lower urinary tract problems that 
never respond to treatment. Hematuria is 
not a presenting signal, though, if present, 
it could herald a cancer within a diverticu- 
lum. On physical examination a bulging 
suburethral mass is occasionally found. If 
a purulent discharge appears at the meatus 
when stroking the urethra, or if the bulge 
becomes smaller with massage, reliable evi- 
dence of a urethral diverticulum exists. One 
may also elicit suburethral tenderness or 
palpate a calculus. 


Most urethral diverticuli can be diagnosed 
by the combination of cystourethroscopy and 
avoiding cystourethrogram. If the diagnosis is 
not made with these two studies and suspicion 
remains high, the use of a double-balloon, tri- 
ple channel catheter as described by Trattner 
may be tried to help visualize the diverticulum. 
Others advocate urethral pressure pro- 
filometry which results in a characteristic 
biphasic profile, and ultrasound examination 
of the pelvis may occasionally demonstrate a 
suburethral hypoechogenic area. 


The differential diagnosis includes bacte- 
rial cystitis, urethritis, Gartner's duct cysts, 
and abscess of Skene's gland. Uncomplicated 
cystitis and urethritis generally respond readily 
to specific treatment unless other underlying 
pathology is present. Gartner duct cysts and 
Skene's gland abscesses are often disclosed on 
examination and require invasive studies to 
differentiate from diverticuli. Other conditions 
which should be included in the differential 
diagnosis are ectopic ureter, urethral duplica- 
tion, and urethral masses. The specific treat- 
ment of urethral diverticuli requires surgical 
extirpation. 

Alternative surgical treatments have also 
been noted to have good success and include 
marsupialization of the sac and incision and 
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drainage. Post operative complications occur 
infrequently and include urethrovaginal fis- 
fulae, recurrent UTIs, urethral pain syndrome, 
urinary incontinence, and recurrent diverti- 
culi. 


Accurate reconstru¢tion of the urethra and 
its supporting structures, good hemostasis, and 
periooperative antibiotic therapy significantly 
reduce the frequency of these complications. 
Prompt, complete, and long lasting relief of 
symptoms is usually obtained after successful 
diverticulectomy. 


(Military Medicine Vol. 153 Aug. 88) 
* * * * * * 
Hypervitaminosis А: 


The normal amount of Vitamin A required 
is approximately 30 IU/kg/d although daily in- 
takes of 1400 IU daily for neonates have been 
recommended. The recommended dietary al- 
lowance for adult men is 5000 IU daily and 
4000 IU daily for non pregnant non lactating 
females. Normal adult serum levels for vitamin 
A range from 2,09 mol/l to 4, 71 mol/L. 


Vitamin A is often prescribed for acne vul- 
garis, Darier’s disease and ichthyosis. More 
recently, supplements have been recom- 
mended as prophylaxis against acute respira- 
tory infections as exerting a favourable influ- 
ence on the incidence and course of bron- 
chopulmonary dysplasia, and to reduce mor- 
bidity and mortality from the respiratery com- 
plications of measles. 


e. 

Vitamin A being a non prescription sub- 
stance, they could lead to widespread, indis- 
criminate, unregulated and uncritical ad- 
ministration in excessive doses for prolonged 
periods for these and a host of other unproven 
indications. Toxicity may arise from*indis- 
criminate and excessive medication. Overdos- 
age is usually chronic and most often occurs 
in children. 
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The dose required to produce toxicity var- 
ies widely and may range between 25,000 and 
50,000 IU daily. But toxicity may occur with 

substantially lower doses in malnourished chil- 

dren because the liver's role in vitamin A 
metabolism is functionally circumvented. Vit- 
amin A is normally refeased from liver stores 
as retinol bound to retinol-binding protein 
(RBP) as an equimolecular complex which is 
transported to peripheral tissues where the re- 
tinol is released for cellular utilisation. Clinical 
toxicity results when the capacity of the RBP 
system is exceeded and excessive vitamin A is 
presented to cell membranes and organelles 
in an unbound form. 


The manifestations of vitamin A intoxica- 
tion are protean and may involve many organ 
systems. It can produce hair loss, desquamative 
dermatitis, cheilosis, gingivitis, otitis, epistaxis, 
lymphadenopathy, anaemia, ascites, hepato- 
splenomegaly, skeletal pain, headache, papil- 
loedema, nausea, vomiting, diarrhoea, drowsi- 
ness, blurring of vision and dizziness. On with- 
drawal of medication, complete reversal of the 
abnormalities can be obtained. Improvement 
usually begins within 3 weeks. The prognosis 
is good and death appears to be a rare sequel. 


Manifestations of central nervous system 
involvement are prominent, usually presenting 
with symptoms of raised intracranial pressure 
such as headache, vomiting, blurring of vision, 
diplopia and papilloedema. The increased in- 
tracranial pressure may be the result of de- 
creased absorption of cerebrospinal fluid but 
the precise mechanism is not clearly under- 
stood. Resolution is complete on withdrawal 
of vitamin A although varying degrees of optic 
atrophy may result from prolonged oedema. 


(SAMJ Vol. 74 3 Dec. 88.) 


* * * ж ж ж 


Guidelines for marathon, half marathon and 
long distance runners: : 
General: 


If you have any medical problems, discuss 
these with your physician. This advice sheet 


supplements anything he or she says. See your 
doctor if you have any medical problem which 
makes it risky for you to run or take part in 
the marathon. | 


Diet: 


Eat what suits you. Large doses of 
supplementary vitamins and minerals (such as 
iron) are not essential and produce no benefit 
if you are on a good mixed diet, but additional 
vitamin C in small doses is reasonable when 
fresh fruit and vegetables are in short supply. 
Training helps you to sustain a high level of 
muscle glycogen. Before you run the marathon 
decrease your intake of protein (meat) and 
increase your intake of carbohydrate (pista 
bread, potatoes, cereals, rice and sweet things) 
especially for the last three days, which is when 
you should be reducing your mileage and rest- 
ing. (Unless you reduce the protein you will 
not eat enough carbohydrate) Carbohydrate 
(glycogen) depletion and then loading does not 
help all runners and can make your muscles 


very heavy. 
Training 


Muscular aches and pains occur most com- 
monly after an increase in training. Increase 
training gradually so that you do not suffer 
prolonged exhaustion. Intersperse days of 
heavy mileage with one or two days of lighter 
training, so that your body can replace its mus- 
cle glycogen. If you have flu, a feverish cold, 
or a tummy bug, do not train until fully reco- 
vered. Then start gently and build up gradu- 
ally. Do not attempt to catch up on lost mileage 
after illness or injury. This may cause further 
damage. To reduce risk of injury train on soft 
surfaces (parkland, footpaths, etc) when you 
can, especailly on days of light training. Vary 
routes and run on varying cambers hills, etc. 
If you cannot run 15 miles comfortably a month 
before the marathon you will not manage a 
marathon in safety, or enjoy it. Please do not 
run on this occasion. |00 
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You must replace fluids lost in sweat; 
otherwise your body becomes dehydrated and 
less efficeint. Drink plenty of fluids after train- 
ing and during races, especially і in the first half 
of the marathon. Alcohol is dehydrating. A 
pint of beer produces more than a pint of urine. 
Spirits have a worse effect. So take plenty of 
non alcoholic drinks especially before the race 
and in hot weather. Drink enough to keep your 
urine pale straw colour and abundant. 


Clothing: 


When training in the dark be seen. Wear 
white clothing and reflective flashes or ban- 
doliers. Run facing the traffic. Wear comfort- 
able clothing. Natural fibres such as wool and 
cotton are kinder to the skin than artificial 
fibres. Trendy shorts with sewn-on trimmings 
can rub your groins until they bleed. Find shoes 
that stay comfortable for long periods. 


On the day: 


Do not run if you feel unwell or have just 
been unwell. Most medical emergencies occur 
in people who have been vomiting, have had 
severe diarrhoea or any chest pains, or other- 
wise feel unwell. It is unfair to you, your fam- 
ily, and the marathon support staff to risk be- 
coming a medical emergency and you are un- 
likely to do: yourself justice. There are many 
other marathons. If you have any medical 
problem which might lead to an emergency, 
such as fits, diabetes, put a cross on the front 
of your number and write details on the reverse 
of the number, especially your medication. 
Wear appropriate clothes for the weather. On 
a cold wet day you can become very cold if 
you slow down or walk. A hat and gloves pre- 
vent heat loss and are easily carried. If it is 
hot, wear loose mesh clothing, start slowly, 
run in the shade, and drink whenever you can. 
Start the race well hydrated (urine looks pale) 
and drink regularly as you lose a lot of fluid’ 
insensibly! This will help you feel better late 
in the race and may prevent cramps. 


At the finish: 


Do not stand about getting cold. Go 
straight and change into warm dry clothing. 
Do not trust your clothing to someone else. 
Get dressed, and then go to the reunion area. 
Foil blankets do not sfop you from becoming 
cold. | 


Medical Acid: 


Train sensibly. Follow this simple advice 
and you will probably not need medical aid. 
The medical aid posts are generally situated 
both downstream and at the finish. If vou drop 
out make for an aid station. Make sure your 
relatives know your running number. Enjoy 
your running, and keep this advice sheet. 


(The Practitioner 8 Oct. 88 Vol. 232) 


* * * * * * 
Urinary tract infections in men: 


Urinary tract infections differ between the 
sexes. Men have fewer urinary tract infections 
despite having a less stringent criterion for 
diagnosis(>10° colony forming units/ml in 
men compared with >10° in women) Different 
organisms infect men, and the prevalence of 
bacteriuria varies at different ages, but the dif- 
ficulty of localising infection to the lower or 
upper urinary tract is shared in men and 
women. 


Four times as many baby boys have covert 
bacteriuria as girls, and infections, whether 
causing symptoms, or not, should be 
thoroughly investigated because of the high 
proportion of associated urological abnor- 
malities, such as reflux, stones, and obstruc- 
tion. Treatment of any infection will depend 
on the urinary pathogen and any underlying 
structural abnofmality. Proteus species and 
other less common Gram negative bacilli may 
be found more often in boys ея іп 
those who are uncircumcised). 
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Cystitis due to Gram negative or Gram 
positive organisms is uncommon and possibly 
related to the low rate of covert bacteriuria 
(0.5%) but dysuria and frequency with or with- 
out urethral discharge may be caused by 
urethritis due to Neisseria gonorrhoea, 
Chlamydia trachomatis, and possibly Myco- 
plasma hominis or Ureaplasma urealyticum. 
Genitourinary tract infections apart, there re- 
mains a group of patients with prostatitis with 
» or without epididymitis whose condition is dif- 
ficult to define, diagnose, and manage. Culture 
of prostatic secretions or semen may yield a 
positive diagnosis. Most clinicians, however, 
rely for diagnosis on a combination of 
symptoms (backache, fever, frequency and 
dysuria) prostatic tenderness, and positive re- 
sults on culture of urine (attempts to culture 
chlamydia should be made) Treatment is 
aimed at achieving adequate antibacterial con- 
centrations of agents such as erythromycin, 
cotrimoxazole, or tetracycline rather than lac- 
tam antibiotics) Treatment should continue for 
at least two and probably four weeks. Patients 
who have frequent relapses or in whom infec- 
tion is difficult to clear may be suffering from 
_ “chronic prostatitis” and will. require longer 


* * * 


courses of antibiotics or, as a last resort, 
surgery. 


Recurrent infections, unusual organisms, 
and early relapse also suggest structural abnor- 
malities of the urinary tract. Single doses or 
short courses of antimicrobial drugs are prob- 
ably wrong, and treatment for two weeks is 
recommended. Patients with sterile pyuria or 
haematuria also merit investigations to exclude 
tuberculosis, malignancy, stones and when ap- 
propriate, schistosomiasis. 


The prevalence of covert bacteriuria in- 
creases with age, approaching one in four men 
over the age of 70 and is even higher in in- 
stitutionalised elderly patients. Predisposing 
factors include instrumentation of the urinary 
tract, prostatic hypertrophy, the presence of 
urethral catheters, dementia, and concurrent 
infections such as pneumonia. Routine treat- 
ment, short term or long term, is not justified 
in patients with asymptomatic bacteritria. 
Treatment should be reserved for patients with 
symptoms, including those with bacteraemia, 
or before operations on the urinary tract. 


(BMJ Vol 298 17 June. 89) 


* * * 


Lorazepam induced pancytopenia 


Bone marrow depression associated with lorazepam treatment is uncommon. Although 
this anxiolytic agent is prescribed widely, only five cases of thrombocytopenia and none 
of leucopenia have been reported to the committee on the Safety of Medicines or the 


manufacturers (Wyeth) in the past 13 years. 


А 47 year old patient treated by hysterctomy and bilateral salpingo-oophorectomy 
for an adenocarcinoma of hte uterus. She began a course of postoperative radiotherapy. 
Five days earlier sheshad begun to take lorazepam 1 mg at night to help her sleep. 
Three weeks later she was noticed to have a mild pancytopenia and her lorazepam 
tablets were stoped. It was felt that the radiotherapy had little part to play in the 
pancytopenia and it was not interrupted. After the withdrawal of lorazepam the patient's 
blood count returned to normal and remained normal despite the continuation of 


radiotherapy. 


* * * 


209 THE ANTISEPTIC 


(BMJ Vol. 296 7 May. 88) 


* ж ж 


APRIL 790 


чарг 


| Book Вёміеш | 


Disaster Response 
Erik Auf Der Heide 


Publishers: Churchill Livingstone, 
London. 


Publications: B.I. Publications, 
Promotion Department, 
61-63, Lakshmi Building, 
4th floor, Sir P.M. Road, 
Bombay - 400 001. 


Year: 1989 
Price: $ 9.95 


This book gives a comperhensive discus- 
sion of various aspects of accident and disaster 
management. Various aspects such as poor 
public response. Government apathy and reac- 
tion of press are critically analysed. There is 
good description about Triage and need for 
international coding of Triage. Analysis of 
major disasters that have already occurred has 
been done. This book wil be very useful for 
those involved in accident organisation. 


(Dr. A. Subramanian) 


* * * * 
Hydrotherapy in Practice: 


Bridget C Davis 
Ronald A Harrison 


Publishers: Churchill Livingstone, 


London. 


Publications: B.I. Publications. 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, 
Sir Phirozshah Metha Road, 
Bombay - 400 001. 
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This is a useful publication for (һе study of 
an uncommonly employed modality of therapy 
in Orthopaedic and Neurological disabilities. 
The authors are obviously physiotherapists of 
considerable experience in Hydrotherapy. 


After the initial chapters on the technical 
aspects of the Hydrotherapy pool, and the 
principles of Hydrotherapy, the authors dis- 
cuss the techniques of exercise in water with 
good illustrations. Specific disorders and their 
management by Hydrotherapy are discussed. 


This is a valuable book to those interested 
in hydrotherapy as method of educating sub- 
jects of limb and trunk weakness of or- 
thopaedic or neurological disease, to recovery. 


(Dr. K.V. Thiruvengadam.) 
* * * 


Sex and Disease: 


R.H. Dastur. 

Publishers: Popular Prakashan, 
35 C, pt. M.M. Malaviya marg, 
Opp: “Косһе”, 
Bombay - 400 034. 


This book on *Sex and Diseases" is an eye- 
opener. Although more useful to the lay public 
it gives some tips to the medical practitioner. 
Fiarly good reading material has been incorpo- 
rated for those who wish to increase their 
knowledge on sex. Particular accent is placed 
on the sexually transmitted diseases which all 
adults in our country should know of. The dan- 
gers of sex abuse have been elucidated with 
histrionic style. To the medical personnel it 
might help in areas such as discrete history- 
taking, careful examination and some aspects 
of treatment. The cover page could have been 
less suggestive. ? 


(Dr. Jayakar Thomas.) 


* * * 
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Vulvo-vaginal candidosis The coloured figures in this book depict the 
W. Mendline ^ condition in such a way as to make one feel 
8 like staring at the original part itself with his 
Publishers: Springer-verlag. or her naked eye. This book is not only a must 
Berlin. | for Gynaecologists but also very useful for der- 
. matologists and venarealogists not withstand- 

Year: 1987. 


ing its essentiality to the general practitioners. 


I find this book more as a very good photo- 
graphic album of Candidosis than a text book. (Dr. Jeyam Kannan) 


* * * * * * 


Pityriasis rosea? 


Pityriasis rosea is an acute benign, self limiting dermatosis which usually occurs іп 
the 10-35 year old age group. The sexes are affected equally. Prodromal symptoms may 
occur (headache, malaise and lymphadenopathy) but there is normally only mild constitu- 
tional upset and no serious systemic sequelae. The aetiology is unknown, but о viral 
cause seems likely. 


The key to diagnosis is the characteristic cutaneous eruption which is often initiated 
by a solitary, large (9-5ст) lesion, the herald patch. A generalised eruption follows five 
to 15 days later, cropping lesions for up to two months. The trunk, base of neck and” 
upper third of limbs are predominantly involved. Lesions are oval, their long axes follow 
lines of skin cleavage and there is a peripheral collarette of scale. In caucasians lesions 
are pink in colour; however, in the coloured races they are darker than the normal skin 
colour. Itching is a common symptom. Atypical forms which Imay be papular, urticarial, 
purpuric or just florid are ocasionally seen, particularly in children. The differential diagnoses 
include seborrhoeic dermatitis, secondary syphilis, psoriasis and certain drug reactions 
(gold). 


Treatment is often unnecessary, however, symptomatic benefit may be obtained from 
the use of weak or diluted topical steroids (1 percent hydrocortisone, beclomethasone 
or one in 10 diluted fluocinolone cream) if itching predominates. 


(The practitioner Apr. 89 Vol. 233) 


* * * * * * 


Trichinosis has reappeared in four epidemics in France since 1976. The most recent 
epidemic, in the Paris area during 1985, resulted in over 700 cases and the source uas 
traced to contaminated horse meat, commonly consumed by humans and much prized in 
France. The source of contamination remains a mystery, although it is possible thot rat 
droppings contaminated the horses feed. 


(SRMJ Vol. 75 15 Apr.1989) 
ж ж ж ж ж ғ 
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Glimpse into History 





Young Endeavour 


“Youth is undoubtedly the proper, perma- 
nent and genuine condition of man” declared 
Nathaniel Hawthorne. And it is also the most 
productive phase of a man’s life. In any discip- 
line of science, philosophy or religion, some of 
the greatest discoveries have been made by 
young men and women; Einstein postulated 
his relativity theory in his 20's. Newton disco- 
vered gravity and Faraday discovered electri- 
city in their youth; Jesus Christ, Budha and Adi 
Sankara reached the pinnacle of spiritual wis- 
dom at a young age and we can go on and on, 
citing examples. Medical Science is no exception 
and through the ages, we find a vast galaxy of 
youthful discoveries of the mysteries of the 
human being. It is even more significant that 
many of these young pioneers were still stu- 
dents of medicine when making those dis- 
coveries. Each of them had a combination of 
one or more of these aids: an open mind, un- 
fettered by bias, a great energy to drive the 
spirit of enquiry into action of painstaking ef- 
fort, inspiring and encouraging teachers and a 
flexible time frame for combining studies and 
research. 


Today, medical students may be con- 
strained by many factors like a study system 
that narrows the openness and freshness of 
thought, social and curricular pressures which 
sap the energy, and so on. At this juncture, 
that medical students need to be reminded of 
their own glory - the glory of the medical stu- 
dents fraternity in the past and to be encour- 
aged that the field of medical science is still 
open, with several uncharted areas of inquiry 
and is still green pasture for the fresh mind. 
So, in that hope that such a reminder will rein- 
vigorate the potential of the medical student 
towards further advances in this noble science 
and profession. I dedicate the following de- 
scription to the unknown medical student dis- 
coverer in everyone of this lovable community. 


Medical history, the biography of medical 
thinking abounds in the names of student 


discoveries. I shall mention only a few of these; 
Gray's Anatomy is known the world over. The 
author of this classic, Henry Gray (1827-1861) 
wrote a 341 - page dissertation on the innerva- 
tion of the human eye, surveying the phylo- 
gency of ocular movements and vision, when 
he was a medical student; this and a couple of 
other dissertations written before he was only 
32. To day the book has seen more editions 
than the entire lifespan of Gray and still re- 
mains the best sourcebook of Anatomy. 


Thomas Henry Huxley (1825-1895), the 
great proponent of Darwinian theory of evolu- 
tion described the Huxley’s layer in human air 
sheath in his premedical study period. Lord 
Lister, the discoverer of antisepsis was the first 
to describe the muscles of the iris in his first 
scientific paper as a medical student. Inciden- 
tally, both Huxley and Lister were students of 
Wharton Jones in physiology who inspired 
them to research. Jan Swammerdam (1637 - 
1680), a little known man from Holland disco- 
vered the red blood cells in the blood of the 
frog and the valves in lymphatic vessels, as a 
pre medical student. Augustus Waller (1816- 
1870) described his “degeneration of nerves 
on injury” as a first year student in Paris. It 
would be interesting to know that Einthoven, 
the inventor of electrocardiography was the 
first to elucidate the mechanism of the elbow 
joint movements in 1879, as a student! 


Martin Flack (1882-1931) discovered the 
SA node with his teacher Sir Arthur Keith, 
during a sümmer vocation. Joseph Black, dur- 
ing the second year medical course began in- 
vestigating on magnesia alba as a cure for kid- 
ney stones and ended up with the discovery of 
carbondioxide, named “gas sylvestre" by Hel- 
mont а century earlier! Black called the gas 
"fixed air", Later his student Daniel Luther- 
ford discovered nitrogen, also while a student! 
Black, as a teacher, had such illustrious pupils 
as James Watt and Oliver Goldsmith. Alfred 
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Glimpse into History 
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Smee (1818-1877), a London medical student, 
introduced plaster of paris for use in splints; 
he had the unique distinction of experimenting 
inside the Bank of England! (His father, an 
employee of the Bank, had residence in the 
Bank premises). This student also developed 
the ink known as “Bank Black” still used in 
England. 


Paul Ehrlich, the founder of chemothe- 
rapy, studying under the famous professor 
Waldeyer, discovered the mast cell, Wal- 
ter Bradford Cannon, the author of the con- 
cept of homeostasis, overheard a conversation 
about the discovery of X-ray machine, when 
he was a student of physiology. He straightaway 
went to his Professor Bowditch to request per- 
mission to try X-rays in the study of swallow- 
ing. What started then, sustained his interest 
throughout life and he enumerated several as- 
pects of homeostasis, Cannon’s autobiog- 
raphy. The way of an Investigator is a litrary 
classic and reveals the high quality of his mind. 
He had his sense of subtle humour too-he was 
at a loss to know, when he first entered the 
Harvard medical school, what notes he should 
take at lectures, whereupon a classmate ad- 
vised him to take down nothing until the pro- 
fessor began to shout and then to write that 


* * * 


down verbatim! He himself, a later years, 
proved to be a very inspiring teacher. 


To cite just a few more examples - who can 
forget the student Paul Langerhans, who disco- 
vered the islets of pancreas? He also disco- 
vered, also аа studenf'the Langerhans’ granu- 
lar layer and Langerhans' nerve terminals of 
the skin. Jean Brunner discovered the 
duodenal gland at the age of nineteen and Ivan 
Sandstrom of Sweden discovered the 
parathyroid glands during his preclinical 
course and also mentioned the possibility of 
recurrent laryngeal nerve paralysis during 
parathyroid surgery. The typical termor of 
thyrotoxicoses was discribed by Pierre Marie 
in his graduation thesis. 


One could go on and on and perhaps it 
would take up an entire issue of this magazine 
just to list the achievements of the young minds 
through the ages. But I hope I have given a 
glimpse into this aspect of history enough to 
encourage us that it is worth the while to keep 
our younger doctors and medical students af- 
resh, alert and openminded. Many of the facts 
in this “Glimpse” have been called out. from 
the book “Young Endeavour” by Professor 
Gibbon. 


(Dr. N.Hariharasubramanian M.D., Ph.D) 


* Ж * 


The Martcus Gunn phenomenon is an abnormal pupillary response to a bright light, 
in which there is a normal initial constriction and then an abnormal dilatation while the 
light continues to shine on the eye. This fatiguing of the pupillary constrictor response 
to light can be a sensitive sign of a partial defect in the conduction of afferent impulses 


by the optic nerve. 


(The New €ng. J of Med. Vol. 320, June 29, 1989 No.26) 


* * * 


* * * 
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Case of the month | 


А 55 year old man presents with recurrent 36mg %. He has an abdominal surgical 
fainting attacks, particularly 2-3 hours after a scar. 
meal. His B.P. 130/80 mm Hg CVS, RS and 
systems, normal. Hb: 9.5. gms % Peripheral What is the likely diagnosis? Can you 
smear shows microcytjc, hypochromic red correlate the symptoms, the diagnosis and the 
cells. СТТ with 75 gms of glucose showed;  data?. 
Fasting 108 mg % 1/2 hour 230 mg % 1 hour | 
180 mg % 1 1/2 hours; 40 mg % 2 hours; (Dr. N. Hariharasubramanian M.D., Ph.D) 


* * * * * * 


Answer to the Case of the Month - March’ 90 


This is a case of hysterical hyperventilation induced tetany, Hyperventilation causes alkalosis, 
which in turn results in a fall of ionised calcium. The increased neuromuscular irritability manifests 
as tetanic spasms. 


ж ж ж ж * * 
Answer to the ECG Quiz - March' 90 


Sin Land smal! S in Vs, V& without right axis deviation, True posterior 


Tall Tin V,, V; MI 
RV, S, RV, = 19mm 


Broad Q, inverted T, II, III, aVF = Inferior ML 


The tall Rin V, and V; no right axis deviation argue against 
Presense ofS in V4, Vs, Ve RVH andin 
Tall T in V4, V2 favour of true 
posterior MI 
* * * * * * 


ө 
It hos been suggested that in the United States the continuing medical education 
"industry" does not sufficiently improve performance to justify the current expenditures 
of effort and money. It was concluded that continuing medical education is but one link 
in the “quality assurance chain". There is clear evidence that having the most up to date 
knowledge (K) and attitudes (A) does not necessarily mean translation into practice (P) 
the so called “KAP” gap. 


(BMU Vol 298 June.89) 
* * * * * 
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2. Where is the pacing catheter placed? 
3. Is there any chamber hypectrophy? 


This is an ECG from an elderly man with 


a temporary pacemaker. 


1. What is the likely cause for pacemaker in - 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


sertion? 
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II. 


III. 


IV. 


True visceral pain is due to: 


A. Chemical stimulation 
B. Irritation 

C. Heat x 

D. Distension 


Inborn reflexes in infants include all of 
the following, expect: 


A. Sucking 

B. Startle reflex 
C. Bebinski reflex 
D. Nystagmus 


Amphetamine overdosage results in all 
these, expect: 


A. Increased heart rate - 
B. Increased muscle tone 
C. Hyperglycemia 
D. Dilated pupils 


Which of these is the most critical in 
influencing prognosis of Fallot's 


A. Pulmonary stenosis 

B. VSD 

C. Dextraposition of vessels 
D. RVH 


Which of these is the earliest complica- 
tion of myocardial infarction? 


А. Aneurysm 
B. Calcification 


* * * 


VI. 


ҮП. 


УШ. 


[Х. 


* 


'C. Rupture 


D. Tamponade 


In which of these is heredity not a major 
influence? 


А. бош 
B. Rheumatoid arthritis 
C. Heberden's nodes 


The predominent antibody of a secon- 
dary immune response is: 


A. Ig M 
B. IgD 
C. IgA 
D. IgG 


Which of the typhoid antigens are most 
immunogenic? 


A. H-O 
B. O-Vi 
C. Vi-H 
D. Vi V. 


State whether true or false: 


l. Osteo-Arthritis involves deposition 
of calcium 

2. Tricyclic antidepressants stimulate 
central and peripheral cholinergic 
mechanisms. 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


(for answers see page no. 218) 


LI 


* * 
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Compiled by 


Dr. D.N. Sinha, M.B. 
Patnabazar, 
Midnapore, 

West Bengal - 721 101. 


Clues Across 


1. It is a useful physical sign for diagnosis of 
Myasthenia gravis. 


2. Abbreviation of a vaccine which has an 


important role in the effective control of 


tuberculosis. 


+ 


. А congenital, highly malignant tumour 
named after a German surgeon occurs in 
this organ. 


ON 


.He was the great scholar physician of 
Indian medicine in ancient India. 


8. The name ‘prostaglandin’ was first used 
by him. 
10. This blood test is of little value in arriving 


at a specific diagnosis, though it may serve 
as a guide to the prognosis of an already 
recognised disease. 


1 


— 


. This syndrome is an inherited generalised 
connective tissue disorder with ocular, 


musculo-skeletal and cordiovascular mani- 
festations. 


13. High- diets reduce serum cholesterol. 


14. One of the principal causes of Chyne 
Stokes respiration is this condition. 
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16. Presence of these suggests that the patient 
is a subject of gout. 


17. This virus is responsible for acquired 
immuno deficiency syndrome. 


18. A circumscribed *acute inflammation at 
the edge of the eye-lid generally ending in 
suppuration. 


19. Orchitis is a common complication of this 
viral disease. 


Clues Down 


. 1. Bleeding per rectum is often present in 


this condition. 


3. It is one of the major causes of blindness 
all over the world. 


5. Lesion in tertiary stage of syphilis. 


7. This German microbiologist confirmed 
éomma bacillus as the causative germ of 
cholera. 


9. Compositiors of printing press, painters 
and plumbers are exposed to risk of 
poisoning. 


12. These are eggs of pediculi. 


15. This examination forms the basis of radio- 
logical assessment of urinary function and 
anatomy. 
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Defribrillator with integral monitors and recorder-high іп built 
safety features, for ICU, OT and stress test set ups. 


Larsen & Toubro Limited has signed a 
technical collaboration with Diocardio Elec- 
tronica of Italy for manufacturing a family of 
models of ECG machines. The first model 
should be out in a few months. It can be used 
in hospital, nursing homes and clinics, besides 
being specially designed for home visits. 


* * * 


Its special features include automatic 


switch-off and automatic expulsion. It has low 
battery consumption. L & T's ECG machine 


with an integrated carrying case with acces- 
sories, weighs only 2 kg. 


* * * 


Answers to Medi Quiz 


VI- B 

VII - D 

VIII - D 
IX - 1- False 
2- False 
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"The Antiseptic" is a monthly publication 
devoted to the cause of medical practice with 


an emphasis in general practice in the rural 


setting. Contributions are invited from health 
professionals in India and abroad in the form 
of original articles, reviews, short 
communications, reports of interesting cases, 
condensed extracts of useful articles appearing 
in other journals, experiences with new 
preparations, letters to the editor, etc., 
Contributions should ordinarily not exceed 8 
typed pages (double- spaced) in foolscap size, 
excluding space occupied by figures and 
illustrations. Contributions that have already 
been published in part or full will not be 
entertained, and contributions are accepted on 
the distinct understanding that they are sent 
solely to “The Antiseptic” for publication. The 
contributions are scrutinised by the editorial 
board before publication and the editor 
resérves the right to accept, alter or reject any 
contribution without assigning any reason. 


The Publisher reserves the copy right of 
contributions published in the journal. 
Reproduction in reputed medical journals is 
permissible, if credited properly, but not for 
commercial purposes. 


Preparation of Manuscripts: Manuscripts in 
English typewritten in double space on one side 
of paper should be submitted in duplicate. The 
size of the text, tables and figures should be 
such that these can be mailed to the reviewers 
under one cover. Texts should be typed leaving 
liberal margins on all four sides, so as to 
facilitate recording of comments by the 
reviewers directly on the text. Unnecessarily 
complex, extremely long and poorly written 
Manuscripts with excessive number of tables 
and/or illustrations are likely to be rejected. The 
Manuscripts should include a) a title page 
b) an abstract c) the text of the paper. 


Title Page: The title of the Manuscripts should 
include the purpose and findings of the sork. 


^ 


- Guidelines to Contributors | 


One complete title should be preferred to a title 
with sub titles. Titles should be followed by 
names of authors (first name, middle name(s), 
followed by surname), address(es) of the 
Department(s) and institution(s) where the work 
was done. Educational degrees obtained from 
universities/recognised institutions alone may 
be mentioned. If the author’s present address 
differs from the one at which the work was 
done, this may be indicated in the footnote on 
this page. 


Text: The text should start from next page and 
should be divided into introduction, materials 
and methods, results and discussions. It may 
sometimes be necessary to use sub-headings 
within some sections to clarify their content. 
For short communications there is no need to 
divide the text into aforementioned sections. 
Case reports, reviews etc. may not need the 
above format and it is recommended that the 
authors consult a recent issue of the journal 
for guidance. 


Abstract: The second page of the Manuscript 
should contain an abstract not exceeding 100 
words. The abstract should give a precise 
account of the methods, results and 
conclusions. It should be arranged in numbered 
concise paragraphs. 


Introduction: The purpose of the investigation 
should be spelt out clearly and in a concise 
fashion. Previous work having direct bearing 
on the study should be quoted. If a recent 
article has summarised the work on the subject, 
it may be sufficient to cite this article rather 
than repeating individual citations. 


Materials and Methods: The author(s) should 
describe the methods, procedures, apparatus 
(with manufacturer’s name and address in 
parenthesis) etc. in sufficient detail fo allow 
workers to reproduce these. Details of 
established methods may however be avoided. 
A brief description may be needed for methods 


ААА —— 
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between the pial arteries and the choroidal 


arteries in the ventricles also serves in colla- 
teral circulation. 


- 


Rich anastomatic net-works will protect 
the brain by circumventing obstruction in the 
main arteries. Obstruction in the internal 
artery in the neck may be by-passed by colla- 
teral flaw from the external carotid to the 
ophthalmic to the internal carotid circulation. 
Vertebral artery obstruction in the lower part 
of the neck can be by-passed by connection with 
the external carotid and distal vertebral bran- 
ches. Middle cerebral artery branch obstruc- 
tion may be by-passed by interconnection with 
the branches of anterior and posterior cerebral 
arteries. The brain circulation is composed of 
two general type of arteries. (1) Superficial 
or conducting arteries or (2) Nutrient or penet- 
rating arteries. The superficial arteries com- 
prise of the branches of carotid and vertebral 
basilar system and 'their branches forming a 
net work of anastomatic vessel on the surface 
of the brain functioning as a pressure equali- 
sation reservoir. The penetrating vessels form 
a group of spiralling twisting arterioles which 
penetrate the cortex and supply the* white 
matter. These vessels are responsible for focal 
auto regulation. 


Etiology and pathology 


Interruption of cerebral blood flow causes 
loss of consciousness with cessation of spont- 
aneous and evoked electrical activity within 
20 seconds. This results in the movement of 
sodium and calcium into the cell ара the exit 
of potassium into the extra-cellular fluid which 
causes astrocytic swelling. This increases the 
diffusion distance for oxygen from blood to 
neurone. Excessive potassium in the extra- 
cellar fluid increases oxygen and glucose con- 
sumption which increases the effects of the 
ischaemia. Early brain reaction to cerebral 
ischaemia-causes spasm of the micro-circula- 
tion with resultant edema. The most common 
cause of infarction is atherosclerosis and 
hypertension. Thrombosis occurs at the site 
of atherosclerosis with propagation of the 
clot. It may give rise to emboli with distant 
vessel obstruction. Extracranial vessel obstru- 
ction is common in white people and in black 
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and Asian, intracranial vascular lesions are 
common and extracranial lesions are rare. 


The onset of infarct causes local vasodi- 
lation, stasis of blood column, edema and 
necrosis of brain tissue occur. Most infarcts 
are pale and red infarct may be produced by 
haemorrhage into the necrotic tissue. 


Cerebral embolism is due to occlusion of 
an artery by fragment of clotted blood, neo- 
plasm, fat or air. It causes infarction and in 
addition vessel spasm may be superimposed. 
If the emboli are infected, it may cause arteritis 
with mycotic aneurysm formation. If the 
emboli lyse, restoration of blood flow may 
cause haemorthagic infarction. 


Clinical classification of stroke 


It varies from transient ischemic attack 
(TIA) to completed stroke. In between there 
are prolonged reversible ischemic neurological 
deficit (PRIND) and progressive stroke. 


Transient ischemic attack Y 


These are brief attacks of focal cerebral 
symptoms lasting from 5 to 10 minutes with 
complete recovery within 24 hours. If the 
symptoms and signs last longer they are called 
PRIND (prolonged reversible, ischaemic 
neurological deficit). 


Progressive stroke 


The gradual stuttering increase in neuro- 
logical deficit over hours is called progressive 
stroke. They are due to a enlarging thrombus. 


Completed stroke 


This fixéd neurological deficit is due to 
established infarction. 


Transient Ischaemic Attack 


TIA of the internal carotid territory may 
cause transient monocular blindness (TMB) 
or amaurosis fugax. In 95% of the cases within 
seconds there is a sudden blindness or dark- 
ness bf vision uniformly. The vision is restored 
after few minutes. The second type of carotid 
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Alarsin's Ayurvedic irvedic Diuretic З 
іп the management of all conditions & diseases 


| where safe, smooth & sustained diuresis. е: 
COMPOSITION Punarnava, Gokshura, Ikshu М 
Anantmul, Kala Kadu, Amala etc. with Guggul and Shilajit + 


POSITIVE ADVANTAGES 


Supported by Pharmacological & Clinical 
experience and research studies. 
synergistic action & effects of ALURETIC 
ingredients. 
e Onset of Diuresis within one hour 
of administering first dose of 1-2 tabs of 
Aluretic. 
This diuretic effect lasts for 5 to 6 hours. 


e Safe, Smooth & Sustained DIURESIS. 
Increases output of urine without causing 
© Strain or adverse effect on kidneys. R, 


e Improves: functions'of: Kidneys, Heart, siib e 
^ &*Lungs. 
Regularises uring/élimihation & excretory 
functions. 
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Safe, Smooth, Sustained Diuresis is operative and post-operative. 
required). ^ . Pitting oedema іп Obesity 
< Maintenance therapy: Where long 

o: о to Moderate ; term diuretics intermitantly or 
+ Renal: insufficiency, malfunction, continuously required. 

Nephritis DOSE: / P 
+ Cardiac: Mild to moderate High 4-2 tablets at a time, Maximum 6 

B.P., congestive heart failyre. tabs, in 24 hours in ӘМшесі geses. 
» Pulmonary congestion Last dose not to be дімей фе іп the 
Oedema: Postural, anaemic, evening particularly du initiation 
Routine Use: idiopathic oedema, of treatment (intervaBetween two__ 
late middie & old age when kidney doses is to be adjust€d as per 
function is diminished. individual requirements). 


Have you received? if not, please write for: v 


e Prescribing Index with lat&t Dosage Scheme. 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Pac 
e Latest Research Data on particular products ө Art works of "Dhanvantari" 


Availability: For prescription at Chemists all over India in PACKS of 50 & 75 tablets 
ALARSIN Marketing (P) Ltd. A/32, Rd. қолы, Andheri (E), Bombay- 400 098. 
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“NYMPH LABORATORIES 


164, S.B. MARG, LOWER PAREL, BOMBAY- 400 013. 
Phone: OFFICE: 4937501 ҒАС: 4941769 - GRAMS: " NYMPHLABS.” 


ATTENTION DOCTORS: BACKED BY 25 YEARS OF MANUFACTURING 
EXPERIENCE WE OFFER THE FOLLOWING TABLETS AND OINTMENTS 
+ FOR DAILY DISPENSING: 


NEW INTRODUCTION 





APEECI TABS (A.P.C. TABS) NYBUMOL TABLETS 

Conts. ~ (STRONG FORMULA) Conts. | 

Аѕрігіп « IP 200 mg. Paracetamol IP 325 та. 

Paracetamol e IP 150mg: Ibuprofen IP 200 mg. 

Caffeine IP 20m9. THIODIRIPAM TABS 

Conts. Thiophyllin IP 35 mg. 

Phenylbutazone | IP 100 mg. Ephedrine Hcl IP 15 mg. 

Paracetamol IP 250mg. C.P.Maleate IP e mg. 

DILOZOLE TABS FORSCAB OINTMENT 

Conts. | Eech g. conts. " 

Diloxamide Furoate ІР 250mg. Sulphur IP 4% wiw 5 

Metronidazole IP 100 mg. C OR : А p^ im 
ulphanilamide w/w 

ANOXY TABLETS ) Benzyl Benzoate IP 15% муу 

Conts. Benzyl Acetate IP — 196 w/w 

Analgin 4 ІР 500 mg. Yellow Soft Paraffin Base q.s. 

Oxypheributazpne IP ,100 mg. BEMEM - $ 

METROQUINOLINE TABS N ЕасЁ g. contains: 

Conts. | Betamethasone Valerate IP 1.2 mg. 

Metronidazole IP 200 mg. Neomycin Sulphate IP 5.0 mg. 

lodochlorhydroxyquinoline e50 mg. Creame Base q.s. 


BENEM-O 3gms - Each gm. conts. Betamethasone Sodium Phosphate BP 1mg; Neomycin Sulphate IP 5 mg; 
Soft ParaffinBase q.s. 

CLOTRINE CREAM 20 gms. - Each gm. conts. Clotrimazole U.S.P. 196; Cream Base: 4.5. 

BETAMETHASONE CREAM 5 g. & 15 g. 

NECILLIN SKIN OINTMENT - Neomycin Sulphate Super White Cream 10gm. 

a NITROZONE OINTMENE - 10g. tubes & 400 g. Alu. Cont (Nitrofurazone Oint. N.F.O. 2%). 
NYFLUCIN CREAM N 15 gm. - Each g. conts. Fluocinolone Acetonide B.P.C. 0.02596; Cream base: q.s. 

Y NYFL 





UCIN C СРЕАвЫҺ15 Fluocinolone Acetonide B.P.C.: 0.02560; Quiniodochlor 3%; Cream base: q.s. 
OTRINE TABLETS ,Clotrimazone U.S.P 100 mg. AG? 
FUR TABLETS (Anti-PNarrhoeo) - Conts. lodochlorhydroxyquinolina|P: 0.2 mg; Furazolidone B.P.C.: 0.1 g. 
NYCIN TABLETS (Analgesb?Mptipyretic) - Conts. Analgin IP: 0.25 g; Paracetamol IP: 0.25 g. 
NYFORTE TABS (Vit.B. Complex Forte - S/C) - Conts. Vit B1 IP (Mono): 1 mg.; Pyridoxin Hel. I.P. 0.5 mg.; 
Riboflavin IP: 1 mg.; Niacinamide IP: 15 mg.; Calcium Pentothenate USP: 2 mg. 
NYMPHAPLEXTABS (Multivitamin Tabs) - Conts. Vit.B1: 1 mg.; Vit. B2: 1 mg.; Niacinamide 15 mg.; Vit.C.25mg. 
NYMPHAVITE [A36 (Multivitamin Tabs) - Conts. М.А: 125010; Vit. B1: 0.5 mg. Vit.C: 12.5 mg.; Vit.D: 10010. 
NYPAMOL TABS. Conts.- Paracetamol ІР: 500 mg.; Chlorpheniramin Ф: 2 mg. 
SPORTKRIM «855. Adrenaline Bitratate IP: 0.396; Mephensin IP: 2.596; Methy Salicylate IP: 9.096; C.P. 
Maleate ІР: 0.2%; Menthol IP 2.0%; MetHy Nicotinate BP: 1.5%. è 


COMMON TABLETS: BETAMETHASONE SOD. PHOSPHATE IP 0.5mg.; CODEINE PHOSPHATE TAB NFI 10mg.; 
FRUSEMIDE IP 40 mg. (Diuretic); FURAZOLID kae 100mg. (Antimicrobial); PHENIRAMINE IP. 22.5 mg.; 
RESERPINE IP: 0.25mg.; TRIFLUPROMAZINE NF jemg. 


Also manufactruing many other tablets and ointments. 
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FOR PLAIN ANTISPASMODIC THERAPY 


AVACAN 


GAMYLOFIN DIHYDROCHLORIDE 


ASTA . 
FROM ЇЧ RESEARCH 


THE ANTISPASMODIC PAR EXCELLENCE 


il DUAL MECHANISM OF ACTION 
Ш MINIMAL ATROPINE LIKE SIDE EFFECTS 
Ш LEAST RISK OF HABITUATION/ADDICTION 





Indications : Symptomatic relief from spasm in : 


a) Intestigal colics associated with diarrhoea, 
s dysentery, irritable bowel syndrome. 
н b) Renal colics ri 

с) Biliary colics 

d) Primary dysmenorrhoea 


Dosage : 1-2 tablets 2 to 3 times a day or as directed by the 
* physician. 





Presentation : Each tablet containing 50 mg of Camylofin 
\ dihydrochloride in foil pack of 10 tablets. 
~ f 
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Full prescribing Thformation available on request. 
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Under agreement with 
ASTA ASTA PHARMA AQ 
ШАРАЛА | Frankfurt, W. Germany. |» 
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SKOLD ........ 


For comprehensive cough control |, 


SUMMARY OF PRESCRIBING INFORMATION 


FORMULA: Each teaspoonful (5ml) contains: Phenylpropanolamine Hydrochloride U.S.P. 40.0то, 
Diphenylpyraline Hydrochloride I.P. 1.5mg, Guaifenesin U.S.P. 50.0mg, Paracetamol I.P. 120.0mg, 


Alcohol (95%) I.P. 0.5ml, in a pleasantly flavoured sorbitol base. INDICATIONS: For symptomatic 
relief of cough and cold. RECOMMENDED DOSAGE: Adults and children over 12 years: 1-2 
teaspoonsful (5-10ml) every 6 hours. Children over 6 years: '/,-1 teaspoonful (2.5-5ml,every 6 
hours. Children from 1 to 6 years: '/, - '/, teaspoonful (2.5ml) every 6 hours. / 





Rx : x p 
ESKOLD  &psaorant - Formulated to match your@xpectation 


Further information is available on request: Р.В. No. 2, Вапааіог 60 049 


| BD 


EskayPharma ~~ 
X Division of Eskayef Limited 
©Еѕкауе! Limited 
Licensed var Regd trade Mark® М”. ам 
ЕКЕ:А1:88 
е 
ж” е 
E 
в 
А5 THE ANTISEPTIC MAY 1990 


Cuts e Wounds ө Injuries 
heal faster with 
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* Fights infection г 

* Faster healing with 
lesser wound pain 





Summary of Prescribing Information 


Formula: Witrofurazone I.P. 0.2% w/w.Indications:Indicated for use as dressing on burns 
and wou Application: Apply directly to lesions with spatula or use gauze impregnated 


with "Furacir" Cream. Contraindications: Known prior sensitization. Precautions: ‘Furacin’ 
should X n caution in patients with known or suspected renal impairment. 
nem. sit 


SideE ization to 'Furacin' occasionally occurs. e 





Furtheyormation is available on request : P.B.No. 5, Bangalore-560 049. 
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Peripheral Nerve Injuri 


Natarajan M., Muthukumar N. 


Radial Nerve Injuries . 


1. 1. Injection injuries to the radial nerve are 
not uncommon. The resulting deficit may 
be due to the neurotoxic action of the chemi- 
cal injected, direct needle trauma and scar- 
ring around the nerve. Different phar- 
macological agents differ in thier 
neurotoxicity. When the injection is into 
the nerve substance it produces intraneural 
fibrosis and when the injection is outside 
the nerve it results in circumferential fib- 
rosis with constriction.The onset of 
neurological deficit is either immediate or 
within minutes after the injection. Pain is 
present in the majority of the cases. It is 
usually a severe shooting pain throughout 
the distribution of the nerve. Paralysis of 
the extensors of the wrist results in. wrist 
drop. Initially, the treatment should be con- 
cervative. This consist of maintenance of 

the functional position of the extremity by 
means of a coak-up splint and physio- 
therapy. Recovery, if it appears early, is a 
favourable sign. Absence of any signs of 
recovery after a reasonable interval is an 
indication for exploration. Depending upon 
the finding at surgery, neurolysis or resec- 
tion and suture may be done. 

2. "Saturday night palsy" of the radial nerve 

resulting from compression of the nerve 

against the humerus. The palsy that result 
is usally total and complete recovery occurs 
in most of the cases. 

3. Radial nerve palsy may occur as a compli- 
cation of fractures of the humerus or as а 
result of treatment of fractures of the 
humerus either by closed or open reduc- 
tion. Radial nerve involvemént occurs in 


Dr. Natarajan M., M.S., (Gen) М.8., (Neuro) FICS., FACS., FAMS., 
Retired Prof. of Neurosurgery, ` 


Dr. Muthukumar №. м.сһ., 
Neffrosurgeon. 


Specially contributed to "The Antiseptic" 
Vol. 87 (5); P (219-21) 
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20% of the huméral fractures. The inci- 
denve increases with oblique and complex 
fractures. Most of these injuries improve 
with conservative treatment. However, if 
improvement does not occur after 3 to 4 
months then it may be due to entrapment 
of the nerve at the fracture site or due to 
laceration of the nerve and hence is an 
indication for exploration. 






Median Nerve Injuries: 


In the upper arm the 
is closely related to the brachial artery and 
hence lesions of the median nerve at this level 
will be frequently accompanied by vascular 
symptoms. Common causes of injury at this 
level include cut injuries by knives and other 
sharp objects and crush injuries. In the 
forearm, the median nerve may be involved 
in, fracture dislocations of the forearm bones, 
crush injuries and by cut injuries by sharp ob- 
jects. F es and dislocations at the level of 
the elbow may produce spasm of the brachial 
artery which may result in VolKmann's ischemic 
contracture of the forearm. muscles. In this 
situation the median nerves may also be in- 
volved by compression ischemia. At the level 
of the wrist, the nerve may be involved by 
knife and glass cut wounds,*and occasionally 
by Colle's fracture. 


Ulnar Nerve Injuries: / 


Ulnar nerve таубе імтоіуеді at the of 


arm level by penetratirfg injuries. However, 
these are rare. At Ж level of the elbow ulnar 
nerve may be involved following malunited 
supracondylar fractures of the humerus, frac- 
tures of the medial epicondyle, as a result of 
excessive callus formation etc. Since the ulnar 
nerve palsy resulting from these causes is usu- 
ally delayed in onset, the term tardy шпаг palsy 
is used. However, it is not as comman as it is 


e mentioned in the literature. At the level of the 


wrist, the ulnar nerve lies lateral to the pisiform 


219 


| % 
bone and here it may be injured by penetratin 
injuries. xi age 


Sciatic Nerve injuries: 


The sciatic nerve may be injured at the 
buttock level by injection injuries. This is likely 
to occur when the injection is not in the outer 
quadrant of the buttock, when the gluteal mus- 
cles are thin as in chronically ill patients. But- 
tock level injury to the sciatic nerve can occur 
in assocition with dislocations and fractures of 
the hip, less commonly by penetrating injuries 


such as knife injuries. , 








Common Pe 


x 


e Injuries: 


| association with fractures and 


dislocations of the knee. This nerve can also 


“Ве involvéd in tight fascial compartment syn- 
dromes involving the muscles of the anterolat- ` 


eral compartment of the leg. Transient neuro- 
praxic lesions can occur düe to prolonged cros- 
sed legged position (movie house foot drop). 


Tibial nerve injuries: 


At the popliteal level the tibial nerve is 
closely related to. the popliteal veiels and 
hence injuries to, the nerve are frequently as- 
sociated’ with injuries to the popliteal vessels 
resulting in associated vascular symptoms. 


Role of tendon transfer in nerve injuries: 


Complete trarfsaction of each of the major 
peripheral. nerves produces a deficit pattern 
that is standard and classical restorative proce- 


ures have been desilped to substitute for both 
tor and sensory | . The substitution 
pr 


ures vary acco«ding to the level of nerve 
transaction, the Ma sm and the occu- 
pation of the patient. 


Tendon transfer for radial nerve injury: 


"t d 
Loss of radial nerve function beyond the 
midhumeral 167% results in loss of extension 
of the wrist and the digits. The loss of sensation 
is not troubkesome because it is dorsal in 


+ 


"tarpi radialis, palmaris longus and flexor carpi 


ülnaris) are innervated by the median and 
ulnar nerves. They are available for use in 
transfer for radial nerve palsy. For regaining 
wrist extension, the unparalysed pronator teres 
may bê sectioned close to its insertion and 
threaded into the extensor carpi radialislongus 
or brevis. Good digital long extensor function 
can be achieved by transfer of flexor carpi ul- 
naries to the extensor digiti minimi and 
the extensor digitorum by passing it around 
the ulnar side of the forearm. The flexor carpi 
radialis is then available for insertion into the 
extensor pollicis longus and the extensor indi- 
cis. The palmaris longus may be transferred 
to extensor pollicis brevis and or abductor pol- 
licis longus. If the radial nerve is irreversily 
paralysed above the elbow, active elbow exten- 
sion may be lost. Except in rare cases, gravity 
is an adequate support for tricepspalsy. 


Ulnar Nerve Рау: 


Low ulnar palsy is common because of 
the vulnerability of the nerve at the 
wrist level. Such a loss results in flaccid 
paralysis of the intrinsic muscles of the hand 
except opposition of the thumb and the first 
two lumbricals. The significant functional loss 
in the otder of importance is adduction of the 
thumb, clawing of the fingers and loss of ad- 
duction and abduction of the fingers. A choice 
of long flexors and extensors is available to 
overcome these deficiencies. However, one 
must be cautions not to alter the delicate ba- 
lance of the fingers by choosing a muscle with 
too much power. The fourth digit superficialis 
may be sectioned at its insertion, withdrawn* 
at the palm and transferred deep to the long 
flexors to the insertion of the thumb adductor. 
This tranfér is highly successful in restoring 
the palmar adduction and thus the pinch power 
of the thumb. The claw deformity may be 
treated by active tendon transfer, tenodesis or 
capsulodesis. The Brand technique is a popular 
one. The tensor carpi radialis longus is sec- 
tioned at its insertion and extended with a dou- 
bled plantaris tendon graft. The muscle tendon 
graft may then be passed beneath the 


hand. The superficial muscles on the flexor e brachioradialies to the palmar forearm and 


aspects of the forearm (Pronator teres, flexor 


then through the carpal tunnel. After the two 
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plantaris tendons are split, tbe four tails are’. transfer of a superficialis tendon (most fre- 
passed to each of the four fingers via the lume *cuntly the fourth) to the thenar muscle inser- 


brical canals. tion (commonly the terdinous insertions of ab- 
i ductor pollicis brevis). Anaesthesia over the 
Median Nerve Palsy: critical working area of the hand may be sub- 


Low median nerve injury is common'among 
upper limb nerve injuries because of the nerves 
vulnerable position at the wrist. The result 
is a loss of sensiblity over the critical perceptive 
and manipulative area of the hand (palmar 


stituted by use of neurovascular island pedicle 
technique. In high median nerve palsy, there 
is paralysis of the long flexors of the index 
finger and the thumb. Restoration of index 
digit flexion can be achieved by side to side 


aspect of the thumb, index, long and half of suture of the index profundus to the ulnar in- 
the ring fingers). The motor loss of functional nervated third, fousth and fifth. The flexor pol- 
significance is paralysis of the opponens pol- licis longus paralysis may be overcome by using 
licis. The motor loss may be substituted by а wrist extensor or 


* * * * * 





Canine €hrlichoisis in Humans 


Canine ehrlichoisis is a rickettsial disease of dogs that consists of a mild or severe 
febrile (acute) phase followed by a terminal phase two to four months later. In humans : 
the disease is characterized by many spotted fever-type manifestations such as fever, 
anorexia, myalgia, arthralgia, headache and nausea. 


The disease in dogs is caved by Ehrlichia canis, and the brown dog tick, Rhipicephalus 
sanguineus, is the primary vector and reserveir. Of all tick species, the brown dog tick 
probably has the most widespread distribution in the world today, and is commonly 
found infesting homes of dog owners. The ticks m&xtransmit ehrlichissis for up to five 
months after engorgement. 


E 
. 


The disease іп dogs occurs throughout many regions of the world and is widespread 
in the southern half of the U.S. In 1986, the first confirmed human case of canine ehrlicnoisis 
was reported from Arkansas, with at least six additional cases subsequently being con- 
firmed in Texas in 1986. In Oklahoma, health department personnel reviewed numerous 
1986 sera samples of suspected spotted fever cases [but negative for Rocky Mountain 
Spotted Fever (RMSF)] and found 16 sera significantly positive for €. cains. In addition, 
six patients from Georgia and South Carolina were recently identified with serolegical 
evidence of infection with Є.сапіѕ. These reports suggest that many ct cases of 
RMSF are actually ehrlichoisis are those who regularly come in сопсаф with tick infested / 


dogs. “ px 


If €. canis, or a very closely related agent, is becoming adapted © the humon-host, 
the incidence of human (canine) ehrlichoisis is likely to increagf in many parts of the 
world. Although R. Sanguinéus is the vector of €. canis to dogs, it may not be the sole 
vector to humans. В. Sanguineus does occasionally bite human іп many parts of the world. 


“ (Military Medicine. Vol 153 Oct. 88) 
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ү, with purgation. A whole new formula laxative that works overnight. 





Fer а dramatic difference Doctor 


No more nocturnal acidity,flatulence, gripping distress or motion 2 -. 


Works without worries. Safest and surest solution for 
o opcm тасак, women during gestation and patients 


cardiac complications. A great escape for the chronically 

eei ее at last. A winning show every morning. 
LAXIT composition : 
Each5 ml. contains : 
Liquid Paraffin I.P. 1 gm 
Magnesium Hydroxide NF. 300 mg. 
Sodium Carboxymethy! Cellulose І.Р. 20 mg. 
Methy! Polysiloxane U.S.P. 25 mg 

i IP. 200 mg 


Colour Sunset yellow. 


LAXIT Dosage : Adults : 3 teaspoonsfy) before 
retiring or as directed by the physician. 
Children : 1 to 2 teaspoonsful befor retiring or as 
prescribed. ^ 

Г) 


EMULSION 
For all stages & grades É constipation 


АТ 

















NATUROLA X 


For gentle care of the 
intestinal system 












! 
) 


* Ensures D 1.Д *Normalises 
strain-free К н bowel 
& smooth : T movement 


` evacuation 


* Non-systemic 








Composition : А 


100 gm фаг. Each heaped spoontul. contains 3. 389 (approx! 
Psyllium Husk (sapgol! powder. 

Dosage: 1 to 3 times a day Continued use for 2 to 5 days may 

be а” for optimal effect Naturolax is to be taken with 

water only 


Indications : Wherever fibre supplementation is needed, like in 
chronic constipation; prophylactically, in patients where 
straining during evacuation should be avoided, such as 
haemorrhoids, fissures, following anorectal s y; episiotomy 
or post-myocardial infarction, etc.; diminished СОюпіс motor 
response in elderly patients 

6ontra-indications :e Obstruction of Dowels due to growth, 
adhesion and other causes. ө іп presence of abdominal pain, 
nausea and/or vomiting 


38, Chowringhee Road 
Calcutta 700071 
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Recurrent | 
urogenital complaints 


in elderly 
women 









Evnlon 


(The succinate ester of the natural estrogen, Estriol) 


Restores |: | Helps 
functional & | to prevent 
vaginal = | urinary 
mucosa incontinence 


Reduces 
recurrent 


urogenital 
N infections 





Further information 
Ө available on request from 





4 а ааа 10 tablets. INFAR INFAR Calcio” 700 071. 
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In the pursuit о € A 


EZ. 
DEXORANGE _ 


PLUS . 


a comprehensive haematinic 
for the treatment of anaemia of varied etiology. 


Contains: 

Syrup of Hemoglobin with 
Vitamin B12, Folic Acid 4 
fortified with extra Iron. 


Formula: 


Each 15 ml. (One tablespoonful) 
Hemogo DEXORANGE 
Hemoglobin ...........-... 2.095g. 

Ferric Ammonium Citrate I.P. Ptt 
(equivalent to Elemental " ge 
оп 25 тб.) <.............. 129 т0. 
Cyanocobalamin ІР. ........ 75mcg. 5 WITH. VITAMIN Б, т S 
Folic Acid LP. .............. 0.5 тд. м 2222 NBE 
Alcohol IP o EE es сее... OEM: аван. oe 








Alcohol Content 5.5.% v/v 





Dosage: 
For Adults: (Therapeutic) Oné tablespoonful 
twice a day after meals. А Р 


For Children: Above 1 year (Pediatric) 
One teaspoonful twice a day after meals. 


Presentation: Bottle of 280 ml. 
% 


Particulars from: 


FRANCO-INDIAN 
PHARMACEUTICALS LTD. 


(| 20, Dr. E. Moses Road, Bombay 400 011, 
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"WARNING 
ALL PHARMACEUTICAL COMPANIES 
AGAINST OUR IMITATORS 


YOUR KEEN ATTENTION NOW 


CAN SAWE DISAPPOINTMENTS TOMORROW 
PRECISION GEARS PVT. LTD. 


THE MAKERS OF 


KP PHARMAPACK 


FULLY AUTOMATIC 
BLISTERPACKING MACHINES 
HAVE COME TO DETECT DEPLORABLE MALPRACTICES RESORTED TO BY IMITATORS IN THE FIELD. 

WHILE THEIR DELIBERATE AND WANTON MISREPRESENTATIONS ONLY GO TO REINSTATE OUR 
QUALITY, WE CONSIDER IT OUR RESPONSIBILITY TO KEEP NEW AND UNSUSPECTING CUSTOMERS 
INFORMED ABOUT THE FACTS. 


эр WE DO NOT һауе any subsidiaries or sister companies by any other name, either in the city of Bombay or 












elsewhere in India or the worlc. Our establishments for blisterpacking machinery in Bombay and Bangalore, 
operate under one, single, identical name—PRECISION GEARS PVT. LTD. 

We have three Associate Companies : (1) PRECISION GEARS (INDORE) PVT. LTD., Indore, manufacturers of 
rivets and blisterpacking machines under licence from us. (2) EXPO COLORPACKS PVT. LTD., Bombay, sole 
representatives in India for selected overseas packaging machinery manufacturers. (3) PLH ENTERPRISES, 
Bombay, manufacturers of "Blipstrip" tablet recovery machines. 


Our enterprise and pace have inspired a sense of total dedication and loyalty in our employees. Contrary to 
false claims being made, not a single employee has so far sought an alternative with our competitors. 


WE DO NOT promote or market our fully automatic blisterpacking machines under any other brand name 
other than the registered trade marksof PHARMAPACK (Rotary Vacuum Forming Process) and FORMPACK 
(Compressed Air Flat Bed Process]. We would like customers to be informed that no other similar sounding 
name will live up to the stringent manufacturing procedures and high performance characteristics that 

« РНАЯМАРАСК and FORMPACK are renowned for. Similariti&s of misleading trade names, end with the name 
itself! 


WE DO NOT disperse technical information about our machines without incorporating both our trade name 
and our company name in all our literature. Once again, the poor visual duplications of our literature by our 
imitators only go to prove their futile attempts to match the high standards we have set for ourselves. 


In your commitment to prevention, lies the cure to substandard blisterpacking. 
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Oracip. > 500 


Tablets ` 
ciprofloxacin HCI/Mercury~— | 





d am x^ ase; 


WITH A REVOLUTIONARY rd 
ORAL ANTIMICROBIAL 


ә ORACIP is decisively superior to the combination of third generation 
cephalosporins (eg. Ceftazidime) & newer Aminoglycosides (eg. 
Amikacin). especially against gram negative septicaemia 


ә ORACIP is fluorinated quinolone with widest spectrum of antimicrobial 
activity against gram negative & gram positive aerobic bacteria. 


ә ORACIP is the drug of choice in / 
ә Urinary tract infection-simple & complicated · id 
9 Lower Respiratory infections , 


€ Bone & joint infectiong 
ә Infectious diarrhoea 
9 Septicaemia - in immunocompromised patients 


Availability : ORACIP-500 (Ciprofloxacin 500 mg.) 
Scored сацесѕ in a strip of two 


ҒӨФ” LABORATORIES v7. LTD. 


"Mercury House" 11, Anand Soéiety, R.C. Dutt Road, Baroda- 380005. 
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Summary of Prescribing Information 

COMPOSITION - Fasigyn 500 Film-coated Tablets: tinidazole 500 mg per tablet. INDICATIONS - Intestinal and hepatic amebiasis, 
giardiasis, urogenital trichomoniasis, prevention and treatment of anaerobic infections. CONTRAINDICATIONS - Blood dyscrasia; 
organic neurological disorders; pregnancy (first trimester); lactation; hyersensitivity to tinidazole. PRECAUTIONS - Alcohol e 
consumption should be avoided during treatment period. ADVERSE REACTIONS - Gastrointestinal such as nausea, vomiting, 
anorexia, metallic taste; Merely hypersensitivity, and leukopenia. DOSAGE - The maximum daily dose is 2g. Intestinal amebiasis: 
adults - Usual dose is 2g once daily for 3 days, which may be extended to 6 days if necessary; children – 50 to 60 mg/kg once daily 
for 3 days; hepatic amebiasis: adults — Usual dose is 2g once daily for 2 to 3 days, which may be extended to 6 days if necessary; 
children - 50 to 60 mg/kg once daily for 5 days; giardiasis: adults - 2g single dose; childrens- 50 to 75 mg/kg single dose; 
trichomoniasis: adults - 2g single dose, children - 50 to 75 mg/kg single dose; treatment of anaerobic infection: adults - 2g initially 
followed by 1g daily for 5 to 7 days; prevention of postoperative anaerobic infection: adults - 29 single dose 12 hours before surgery. 
Note: The film-coated tablets of Рфідуп 500 should be swallowed whole, without breaking or chewing, to avoid bitter taste. 








See Product Document for full prescribing information (available on request) 
* Trademark of Pfizer Inc., U.S.A. Euphoric Drugs Ltd — Licensed User 


Manufactured in India by 
Euphoric Drugs Ltd # 
(A wholly owged subsidiary of Pfizer Ltd) 


Regd. Office: Express Towers, Nariman Point, Bombay 400 021. Pfi т е г . 


Marketed by Ў 
PFIZER LIMITED Bringing Science To Life 


Express Towers, Nariman Point, Bombay 400 021. 
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Fixed combination drugs. 4 


Bharat М. Shah 


Polydiagnosis and polypharmacy aré the 
established facts of medical practice’. The 
; number of diseases a patient carries increases 
with age, and, indeed, with scientific ad- 
vances. So physician tries to treat the several 
prominent symptoms simultaneously for which 
once again, patient is subjected to multiple 
drug therapy. Even when he is not aware of 
the drug interaction. Provided the physicians 
have been first shown that the combination of 
drugs is safe & effective and adverse drug in- 
teractions are not a problem, drug combina- 
tions are useful. 


Use of combination of drugs, has a (ішпе 
honored and important role in therapeutics. 
When rationally formulated,fixed combina- 
tion of drugs may bring about great accepta- 
· bility through convenience, cost, efficacy and 
safety. However, when formulated solely for 
commercial purposes without regard to 
therapeutic principles, fixed combination pro- 
ducts are at best fraudulent and at worst 
dangerous. Given the innovative charaeter of 
our society, it is natural that a golden age of 
drug development such as has occured over 
the past two decades would also stimulate an 
un-ending array of fixed combination drug pro- 
ducts, only some of which are important to 
medical care. 


. Inthe year 1960, National Academy of Sci- 
ences (NAS)/National Research Council 
(NRC) of United States conducted a study of 
drug efficacy and as a resullt the world of the 
bizarre and florid type of therapeutics began 
to change. The NAS/NRC was asked to review 
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the efficacy of all drugs marketed between 
1938 and 1962, and the panels established by 
this prestigious academy did their work with 
honorable adherence to the principles of ra- 
tional drug therapy. 


The institution conducted a study of 1200 
fixed combinations and rated only 45 as effec- 
tive. The remainder wage rated as either ‘inef- 
fective as a fixed combination’ or ‘effective 
but’-meaning that the product itself was effec- 
tive, but not that all ingredients were needed . 
to produce the claimed effect, or that thé fixed ` 
dosage nature of the combination precluded 
safe and effective use of each of the compo- 
nent. 


The NAS/NRC then recommended the 
principles to FDA for rational or approved 
fixed combination of drugs. FDA in consulta- 
tion with leaders in clinical pharmacology and 
medicine, set out two fundamental require- 
ments foin approvable or rational combina- 
tion. | 

. + : 
1. Each component must make a contribution 
to the claimed effect, and 


2. The dosage of each component (amount, 
frequency of dosing, duration of effect) 
must be such that the combination is safe 
and effective for a significant patient popu- 
lation requiring such concurrent therapy as 
defined in the labelling for the drug. 


Special cases of these general rules арріу 
whére a component is added either(a) to en- 
hance the safety or effectiveness of the princi- 
pal active ingredient or(b) to minimise the po- 
tential for abuse of the principal active ingre- 
dient. " 


Clearly an essential feature" of any rational 
combination product is that each ingredient 
should contribute to the overall efféct.and this 
fequirement that both components contribute 
to the claimed effect, has been the basis for 
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disapproving a number of fixed combination 


products іп U.S.A,” Among them are, їп: 


tibiotic-containing cold remedies; tetracycline- 
amphotericin B combinations; erythromycin- 
sulphonamide combinations (the combination 
appeared to be less effective than erythromy- 
сіп alone);several steroid-aspirin combina- 
tions and several steroid-anti-histaminic com- 
binations. Some of these were most popular 
prescription remedies and some were old nos- 
trums. 


The combinations that satisfy the require- 
ment that both. compfnents contribute to the 
claimed effect, include ampicillin-probencid for 
gonorrhea; isoniazid-pyridoxine for tuber- 


*.' eulgsiszboth special cases in which the principal 


active ingredient was made safer (INH) or 
more effective (ampicillin), trimethoprim-sul- 
phamethoxazole for urinary tract infection; es- 
trogen-prosgestogen combination for con- 
traception; thiazide-reserpine for hyperten- 
sion; steroid-antibiotic combination as otic 
preparation; ergotamine-caffeine for migraine 
and a number of cough remedies and topical 
antibiotic preparation. 


Regarding first principle, "аф has been 
essentially no opposition by informed au- 
thorities like investigators, practicing physi- 
cians and the drug industry. This requirement 
is basically a matter of safety and efficacy. The 
need for evidence that both components of a 
combination, contribute to the claimed effect 
is implicit in the efficacy requirements of the 
Food, Drug, and Cosmetic Act. 


% 

The second importart requirement of the 

A policy is alsq essential, but more subject 
to controversy in individual cases. Some 
people might argue, for example, that loss of 
titratability of the separate components al- 
most by definition makes a fixed combination 
less safe or less effective than its separate ingre- 
dients. Others might say that the patient popu- 
lation requiring the combination is not a sig- 
nificant one, unless most of those who require 
the two, dfugs also require the exact amounts 
in the fixed combination. Finally, there can Ве 
a reasonable debate over whether both drugs 


in fixed combinations are really needed for the 
entire period otjreatmént. 


"The following are the views of the National 
Academy of Sciences of U.S.A. on fixed drug 
combinations’. 


“It is a basic principle of medical practice 
that more than one drug should be adminis- 
tered for the treatment of a given condition 
only if the physician is persuaded there is sub- 
stantial reason to believe that each drug will 
make a positive contribution to the effect he 
seeks. Risks of adverse drug reactions should 
not be multiplied unless there be overriding 
benefit. Moreover each drug should be given 
at the dose level that may be expected to make 
its optimal contribution to the total effect, tak- 
ing into account the status of the individual 
patient and any synergistic or antagonistic ef- 
fects that one drug may be known to have on 
the safety or efficacy of the other. On these 
grounds multiple therapy using fixed dose 
ratios determined by the manufacturer and not · 
by the physician is in general poor practice." 


The first edition of AMA Drug Evaluations 
said? “Тһе effects of drugs are intrinsically so 
comglex that it is generally advisable to ad- 
minister multiple agents separately in order 
that the dosage and frequency of administra- 
tion of the individual drugs may be varied in 
accordance with the patient's requirement. 
Therefore most fixed ratio combinations are 
not recommended." 

Indications that have been proposed for 


Fixed combination drugs: 


1. Treatffient of single disease or condition or 
` symptom. 


Examples: 


Trimethoprim-Sulphamethoxazole for 
urinary tract infection. 
Thiazide-Reserpine for hypertension. 
Isoniazid-Pyridoxine for tuberculosis. 
Estrogen-Progestogen for contraception. 


Analgesic-Sedative for tension headache. 
® 
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Diuretic-Potassium for fluid retension.  . - 2. Better patient compliance: In recent years 


Corticosteroid-Antihistamine for asthma. 


2. Treatment of multiple symptoms directly 
related to single disease or condition. 


Examples: 


Anti-histamine-Nasal decon gestant for hay 
fever 

Folic acid-Iron for prevention and treat 
ment of iron and 

Folate deficiency anemia in pregnancy? 
(Chelferron). 


Antibiotic-bladder Analgesia for cystitis 
with symptoms. 


3. Treatment of Мо different acute or sub- 
acute conditions where one disease is said 
to be precipitated by or exacerbated by the 
other or where one disease or condition is 
intimately associated with another. 


Examples: 
Anti-cholinergic-Sedative for peptic ulcer 
disease. Anti-cholinergic-Sedative for gas- 
trointestinal symptoms and Anxiety as- 
sociated with oipanic or functional. bowel 
disorders (Colicspasm). 
Estrogen-Sedative for menopause, where 
both physiological and emotional 
symptoms are present. 


“. Treatment of chronic disease and an inter 
current condition. 


Example: " 


Thiazide-Barbiturate for hypertension and 
anxiety. 


Advantages of fixed combination drugs: 


Patient convenience: Most people will prob 
ably agree that it is more convenient to take 
one pill (comprising of three drugs) thrice 


several reports appegred that patients did 
not follow the physician's instructiens faith- 
fully for dosing etc. From 15 to 9396 of 
patients ignored or compromised their doc- 
tors instructions. Patients are probably 
more likely to comply with simple dose re- 
gimens i.e. fixed combination than with 
mulltiple dosing with single entity drugs. 


. Economy: Fixed eombination drugs аге less 


expensive for the patient than the individual 
ingredients at retail level. 


. Greater safety: Polydiagnosis and pelyphar- 


тасу are established facts of medical prac-. 
tice. The number of diseases a patient car- 
ries increases with age, and indeed, with 
scientific advances in medical field. Since 
physicians will be giving multiple drugs in 
their treatment of such patients, it is safer 
if it has been first shown that the combina- 
tion of drugs is safe and effective as a com- 
bination, and the adverse drug interactions 


* are not a problem. 


~ 
Broad spectrum of treatment: It is found 
that for some fixed combination drags, the 
spectrum of activity is broader than they 
would have given as single entity drugs. So 
the effectiveness also enhances. 


. Synergistic effect: Occasionally drugs acting 


synergistically e.g. thiazides with other an- 
tihypertensive agents such as Methyldopa 
or Rauwolfia, makes fixed combination ra- 
tional. Chlorpromazine potentiates 
analgesic action of the narcotics as well as 
the depressant effect of barbiturates. 


e 
Decreased potential for abuse: Fixed combi- 
nations often include a drug to discourage 
the deliberate abuse and óver-dosage of the 
active principle. The abuse potential of de- 
xtro-amphetamine is reduced by adding 
prochlorperazine.' Exhibition of drugs in 
combination form has an advantege when 


a day, than to take three pills (comprising * ,the added drug by its effect may prevent 


of one drug each) thrice a day. 
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Some examples of rational drug combinations , 


are: i 

Combination drug therapy is obviously 
warranted when the omission of one ingredient 
would make the treatment less effective^. PAS 
and INH in tuberculosis, and estrogen with 
progesterone in contraceptive pills, are prime 
examples. 


А combination drug may be useful in еп- 
hancing efficacy when the added component 
delays excretion of the main agent, thus 
heightens or prolonggstts effect’. 


, Probeny cid with Penicillin was thus recom- 
. mended years ago, when the latter was more 
‘scarc® and expensive than it is today. Cur- 
rently, probencid is recommended for ad- 


ministration with ampicillin (penicillin deriva- ` 


tive) as a rapid, effective one dose treatment 
of gonorrhea. 


The combination of potassium excreting 
and a potassium retaining diuretic seems logi- 
cal, as classic antiasthmatic combinatione of 

ephedrine, a x anthine and mild sedative. 
v 

Combining in a single vehicle three sul- 
phondmides totalling in dosage the proper 
dose of a single one has been proved to lessen 
the risks of crystalluria, a major adverse effect 
of sulphonamides>”®. 


In fluid retention states, especially in pre- 
menstrual tension, with bloating, weight gain, 
edema and irritability the use of combination 

a diuretic and a tranquiliser is effective in not 
“ы, relieving the patient but restroing har- 
mony in the home., 


When the patient's malady presents multi- 
ple symptoms e.g.tension, headache, rheuma- 
tic pains. nervousness and insomnia, a combi- 
nation of tranquilisers and analgesics may be 
used with advantage". 

2 ot 

Combination chemotherapy is of course es- 
tablished ав valid and is widely used in the 
managerhent of malignant disease as combina; 
tion with divergent therapeutic actions, such 
as antimetabolites and alkylating agents?. In 


some forms of bacterial endocarditis a combi- 
nation of antibiotics may be life saving and in 
some cases of meningitis, while awaiting cul- 
ture reports, administration of combination of 
antibiotics is often practised. 


While in case of nitroglycerin used for the 
relief of angina, from a practical stand point, 
demonstration of increase in the coronary 
blood flow is not as important as the fact it 
relieves pain. Such time tested effectiveness 
should be given important consideration when 
evaluating combination drugs. 


Disadvantages of fixed combination drugs: 


1. Lack of flexibility of dosage: There аге іп 
stances in which the gosage of a certain 
drug must be highly individualised. The 
examples of such instances are: patients 
with liver disease, renal disease, the utilisa- 
tion of cancer chemotherapeutic agents, 
proper digitalisation of patient, treatment 
of seriously ill patients etc., where it re- ` 
quires careful decision of doses of single 
entity drugs. In fixed combination, physi- 
cian surrenders flexibility in managing his 
patients. 

е 


2. More drugs more toxicity: Mr. Edward, а 
former Commissioner, says our basic posi- 
tion in brief, is based on the concept that 
all drugs are to some degree, potentially 
hazardous and should not be taken if they 
are not needed. 


More drugs means more toxicity, rfo 
more than they mean enhanced efficacy. 
Though there is evidence of augmented ef- 
ficacy-ffue to multiple therapy, no data is 
'availabl which can establish, that more 
side-effetts are seen with fixed combina- 
tions than with individual components. 


3. Encouragement of sloppy diagnosis and 


therapy: This criticism is aggreable to an 
extent of certain irrational combinations 
and the occasional irresponsible clinicians 
at the same time, who makes sloppy diag- 
nosis 15 going to use single entity drugs 
poorly too. e 
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Some examples of irrational combinations are: 


The treatment of anemia by a ‘shot-gun’ 
haematinic containing folic acid, whereby the 
anemia may improve but the fact that perni- 
cious anemia is involved may be masked and 
neurologic defects may develop. 


Advantages of single ingredient products 


An individual may need to tolerate only 
one of the ingredients in a combination pro- 
duct and presence of others may be unneces- 
sary or, because of side effects or idiosyncratic 
reactions, their presence may preclude use of 
the combination. Side effects very commonly 
seen are drowsiness caused by antihistamines 
and nervousness and sleeplessness by ephed- 
rine. 


Futhermore, the ratio in which the compo- 
nents exist in the combination may be unsuit- 
able for some persons. The patient is unlikely 
to identify the ingredient causing the side effect 


' if the ingredient is in combination, which can 


be overcome in a single ingredient product, 
where patient can recognise drug's action with 
relative ease and can adjust the dosage accord- 
ing to need. So single ingredient products can 
be used as self-medication safely and effec- 
tively by patients. 


In summary, availability of individual in- 
gredient would provide increased opportunity 
for public to evaluate drugs and allow the pub- 
lic to avoid taking two or more drugs where 
one might suffice. This will promote more 
specific and possibly safer self medication. 


In conclusion and summary: 


1. While combination drug theraby has to 
some extent been used indiscriminately, and 
has been rightly criticised, its validity has 
been confirmed in a number of diseases and 
symptom-complexes where such therapy is 
clearly indicated and sometimes süperior to 
treatment with single drug’. 


2. Therapy with drug mixtures remains con- ә 


troversial when the justification is in terms 


. т ~ 
"of advantages of convenience, cost or smal- 


* =. Jér number of prescriptions. However, be- 


cause the use ef combination for such 
reasons is controversial, it is incumbent 
upon the government to prove adverse ef- 
fects before summarily removing from the 
market many drugs whose usefulness and 
safety is supported by the collective judge- 
ment of thousands of physicans with experi- 
ences covering millions of patients. 


3. There should be careful scrutiny and evalu 
ation of combinatiqn, just as there should 
be of single entities weighing the respective 
advantages and disadvantages, benefits and 
risks, in each case. , 
“Irrational drugs, whether single entities 

or fixed combinations, should be removed 
promptly, but regulations involving clinicians 
ought to be made with the advice of clinicians, 
and not simply with that of armchair MD's on 
blue ribbon committees". 


Indian Government's views on some drug com- 
binations 


Тһе Food & Drug Administration of 
U.S.A. has withdrawn 335 preparations from 
the market due to lack of effectiveness, most 
of which are combinations. As some of the 
preparations withdrawn in the U.S.A. are also 
marketed in India, leading medical experts in 
the country were called for their views on the 
efficacy or usefulness of these preparation. 
The main reason for consulting medical ex- 
perts in the country is that the conditions Nd 
diagnosis and treatrfent of patients that prev 
in India & in Indian Hospitals are different 
from those prevailing in the U.S.A. and that ` 
what is consideredenot useful in that country 
may still be needed in this country. The Minis- 
try of Heallth constituted the ‘Essential Drugs 
Committee' for the purpose. The views of the 
Committee were as follows... . 


A. The following fixed combinatiens of drugs 
are considered irrational or not useful and 
should not be permitted to be marketed : 


NENNEN ESTED ec na RE 
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i) Combinations of penicillin and sulfa 
drugs; Ж | 

ii) Combinations of penicillin and antibiotics 
other than streptomycin; | 

iii) Combinations of penicilin with nasal 

decongestantor anti-histaminics; 

1v) Combinations of steroids with analgesics; 

v) Combinations of broad-spectrum anti- 
biotics with B-complex factors; 

vi) Combinations of corticosteriod and mus 
cle relaxant; 

vii) Combinations of sulfaguanidine and sul- 
fathiozole; 

viii) Combinations of antiffotics with antifun- 
gal agents; and 

ix) Combinations of thyroid and oestrogen. 


B. The following drugs are considered to have 
little therapeutic rationale or not useful and 
should not be permitted to be marketed. 


i) Sulfaguanidine 
ii) Sulfathiazole and 
iii) Rutin. 


C. Regarding antibiotic ointments, the con» 
sensus view of the members of the Essential 

' Drugs Committee is that only those xfitibio- 
tics, which are too toxic or less useful by 

* Systemic use, e.g. Neomycin, Bacitracin, 
Polymyxin B etc., should be allowed. Those 
which are very commonly used by systemic 
route, such as Pencillin, Sulfonamides, 
Streptomycin etc., are not suitable for local 


* * * 


\ 


use as they nray cause sensitization or/and 
77 bacterial resistance. 


D. The long acting sulfa drugs and triples sulfa 
combinations which are included in USP 
XVIII and NF XIII may be allowed to be 
marketed. 
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Self treatment for cancer 


Interferon is a substance produced by the body as a defence against disease. Some 
years ago interferon was hailed as the new wonder cancer. There are atleast 
three types of interferon and there is neu еуідейсе thot interferons may be oble to 
inhibit the growth of can?er cells. The alpha interferon variety'is achieving 70-90 per cent 
response in two rare forms of leukaemia. Alpha interferon is one of several biological 
therapies being examined following the success of genetic engineering in producing large 
quantities of what is one of a group of substances known às cytokines. Cytokines only 
seem to affect rare cancers at present but it is hoped they may eventually be able to 
treat more common cancers. Cytokines are naturally involved in the body's fight against 
disease. Giving cytokine therapy to people uith cancer could provoke оп immume re- 
sponse, tcf the tumour, regulate the growth of cancer cells or kill them directly. 


(Spectrum 1989/No.219/1) 
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COOLING € SOOTHING 
ANTI PRURITIC. 


.with pleasant perfume. 





Contains: Calamine, I.P. 8% TO TEES o Hydrochloride, |.P., 1% w/v. Camphor, I.P. 0.1% 

w/v Specially Denatured spirit 2.37% v/v in an aqueous vehicle. Indications: For the relief of itching 

due to mild poison ivy or oak, insect bites or other minor skin irritations and Soothing relief of mild 

sunburn. Administration: Apply sparingly three or four times daily. For children under six years of 

age to consult doctor. Caution: Should not be applied to blistered, raw or oozing areas of the skin. 

If burning sensation results, use should be discontinued. Avoid contact with eyes or other:mucous 
: membranes. Keep the bottle out of reach of children. Use on extensive areas or for longer than 7 


days only on medical advice. =. ” 
FOR EXTERNAL USE ONLY PARKE-DAVIS 
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Capsules of Ampicillin & Cloxacillin 
- THE BENEFICIAL ANTIBIOTIC COMBINATION 





* Effectively resists Betalactamase 
ж Eradicates a wide range of pffthogens. 
ж Marketed by à 
TTK PHARMA LIMITED 
8, Old Trunk Road, MADRAS - 600 043. 
3 INDIA. 


.-- Quest For Better Health 


THE ANTISEPTIC MAY 1990 A13 Ы 





HEADACHE/FEVER NASAL CONGESTION COUGH 


=Phenylpropanolamine = Decongestant & potent 
Vasocopstrictive agent 

uNoscapine — Effective antitussive Ё 

mParacetamo! » — Antipyretic and analgesic 


Keeps the patient alert and active. 
No antihistamine drowsiness. 

















SUMMARY OF PRESCRIBING INFORMATION 


Formula: Each 'Contac' - CC tabule contains: Phenylpropanolamine HC 
U.S.P 25 mg.. Noscapine I.P. 15 mg., Paracetamol ІР. 450mg. Indica- 
tions: For the temporary relief of nasal congestion, headache, aches, pain and 
fever, and the suppression of unproductive cough, associated with common 
cold, sinusitis and influenza. Dosage: For adults and children over 12 years. 
One ‘Contac’ ~ CC tabule 4 times a day. Warning : Do not give to children 
under 12 years. Do not use for more than ten days unless directed by the 
physician or exceed the stated dose. Side Effects: Ory mouth, slight drowsi 
ness and nausea. Caution: Use with caution in patients with severe hyper 
tension, coronary artery disease, diabetes or thyroid disease. Caution should 
always be observed when prescribing for the pregnant patient, ра@сиапу in ~ 
— Contraindications: ‘Contac’ - mdp tonis df 
catedwg patients under treatment with monamine oxidase inhibitors. е 








SKOF Ao vd BRE. " available on request : P.B. No.2, 
ESKAYEF 
PHARMACEUTICALS 


(C Езкауе! Limited ® 
Licenced user of Regd. Trade Mark 








CC: AI :.89 


A14 THE ANTISEPTIC MAY 1990 


DEPENDAL-M suspension 
The Powerful Antidiarrhoeal 


DIARRHOBA LEADS TO DEHYDRATION IN CHILDREN 
STOP FURTHER DEHYDRATION 
ғ BY CONTROLLING DIARRHOEA 


MORS CONS EE Xm щ 
Р | Lo cete ANE n мей, T 09 
& 5 ? + 







^A os ARA метте n EAR 


AM 


кё. 


EPENDAL-M suspension 














* Prevents dehydration by controlling x Minimises need for laboratory 
diarrhoea. investigation. 

ж Provides rapid clearance of infection — ж Safe for routine use and 
Amoeba, Giardia and Bacteria. economically priced. 






SUMMARY OF PRESCRIBING INFORMATION 


FORMULA: Each 5 mi contains Furazolidone | .P. 25 mg, Further information is available on request: 
Metronidazole 75 mg, Pectin 50 mg, Light Kaolin 1.0 gm. құз 2, Bangalore-560 049. 






INDICATION: Treatment of diarrhoea and dysentery of protozoal, 
tnde or ene origin d Eee airo e: ^ 
hildren under : 1/2t times a . children 1- 

л! year easpoonfu 


З tinees a day, children above 5 years: 2 
teaspoonsful 3 times a day, Adults: 4 teaspoonsful 3 times a day. ЕЭ 






CONTRAINDICATIONS: Should not бе given to infants under one 
month of age and in patients with active disease of CNS, severe 

\ liver damage, blood dyscrasias. SIDE EFFECTS: Nausea, vomiting, 
headache, gastro-intestinal discomfort. CAUTION: Foods with high EskayPharma 
tyramine content and alcohol should be avoided. Furazolidone A Di 
inhibits some enzymes including MAO. WARNING: 'Dependal'-M vision ot Eskayef Limited 
should,not be used in the first trimester of pregnancy. © Eskayef Limited 







DPS: A1:89 







THE ANTISEPTIC MAY 1990 A15 


For Rapid Relief from 


Spasm And Pain 
in 
Intestinal Colics 
Renal Colics ` 
Biliary сола; 
Primary Dysmenorrhoea 


Spee 





















ANAFORTAN 





| The Trusted 
Antispasmodic - Ánalgesic . 
For over 30 years 


Presentation: 
Tablets: Foil pack of 10's in box of 10 strips. 


Injections: 3 ml. ampoules in box of 20's, 50's & 
Multidose 30 ml vial. 








Full presciyng information available on request. 


Manufactured in India by: 


JR 


KHANDELWAL LABORATORIES LIMITED" ` 
79/87, D. Lad Path, Bombay-400 033. 








A16 THE ANTISEPTIC MAY 1990 


А whole new concept 
in Iron Therapy 


EIN INDIA > Iron — Your Patients 
can chew: 


FERRUM FOL 


Chewable chocolate flavoured Iron & Folic acid tablets 


For 
Optimum Tolerance ө Improved Compliance 
Assured Efficacy 


Composition: Indications: 


Each chewable chocolate flavoured — Prevention and treatment of iron 

tablet of Ferrum Fol contains: , and folic acid deficiencies during 
pregnancy and lactation. 

— Iron deficiency anaemias due to 
malnutrition, chronic blood loss, 
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“Diclofenac sodiunil (V егар) versus 


е 


Buprenorphine (Norphine)”: In intraoperative and се 


operative pain relief. 


Sharma D.R., Balbir Chahbra, Santoshi I.D., Thakur LK. 


Summary 


Fifty adult patients of ASA grade 1 and 2'undergoing different types 
of surgery were studied. Diclofenac sodium 75 mg. intramuscularly and 
buprenorphine 0.3 mg were given preoperatively. Pain, sedation score 
and respiratory rate were asessed at 0, 1, 3, and 6 hour postoperatively. 
No statistical difference in pain relief observed in two grows. The use 
of diclofenac sodium was associated with a significantly more rapid 


return to calm wakefulness and has less effect upon respiratory rate. 
Diclofenac sodium offers an alternative to opiods in providing analgesia 


intraoperatively and postoperatively and analgesia is equal to buprenor- 


phine. 
Key words. 


Analgesics: buprenorphine, diclofenac. 
Pain; postoperative. 


Introduction 

Pain is a problem to the surgeon, be Anaes- 
thetist and the patient himself. Redmction of 
pain is essential during intraoperative and 
postoperative period. Opioids are commonly 
used to supplement analgesia during in- 
traoperative and postoperative period. Bup- 
renorphine, in thebaine derivative and a par- 


tial agonist, is 40-50 times more potent than 
pentazocine and has 6-8 hours of duration of 
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action(Heel et al.,1979). However, vomiting, 
respiratory depression and sedation are the 
main side effects observed with buprenor- 
phine. . 


* 
* 


Diclofenac sodium (Voveran) a nonsteroi- 
dal antiinflammatory analgesic has been 
employed for post-operative analgesia(Aven- * 
dano and Espinosa, 1977). Diclofenac sodium, 
a phenylacetic acid derivative reduces pain by 
inhibiting prostaglandin synthetase and in- 
creasing beta-endorphin level in the C.S.F. 
(Sacerdote et al., 1985). Barohi et al., (198 
have demonstrated that diclofenac: has an 
analgesic effect with in 30 minutes in 80% cases 
when used for postooperative pain relief and 
in 83% cases thé analgesic effect lasted for 
more than 4 hours. The aim of this study was 
to assess the analgesic efficacy of intramuscular 
diclofenac in major surgery and compare it 
with buprenorphine. 


- * °? 


Methods 


Fifty adult patients of ASA group 1 and 2 
and age between 18 years-75 years and weight 
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i 
between 40-70 kg were considered eligible for 
the above study. The patients having severé^ 
renal, hepatic disease, history of haemorrhagic 
diathesis,  hematemesis, anticoagulant 
therapy, allergy to aspirin or diclofenac sodium 
or other prostaglandin inhibiting compounds 
were not included in this study. The patients were 
dividied into two groups. Group I (Diclofenac 
sodium group) received 75mg of diclofenac 
sodium deep intramuscularly in the gluteal re- 
gion 20 minutes before the start of operation. 
Group 2 (Buprenorphtne group) received 
0.3mg of buprenorphine intramuscularly 20 
minutes preoperativelf? All the patients were 
prepared psychologically prior to operation to 
allay fear and anxiety of surgery and anaes- 
- thesia. We have selected these two drugs to 
‘take the advantage of longer analgesia pro- 
duced by them during surgery and afterwards. 
These patients were induced with 3-Smg/kg of 
2.5% thiopentone sodium followed by 1.5mg 
of succinylcholine and intubated with cuffed 
endotracheal tube. Anaesthesia was main- 
tained with oxygen (4liters/minute), nitrous 
oxide (6 liters per minute) and pancuroniym 
in dose of 0.08mg/kg body weight and 
supplemented with halothane 0,5%, Artificial 
ventilation was niaintained with Manley Ven- 
tilatoreMP3. After completyion of the surgery 
patients were reversed with neostigmine 
0.05mg/kg. Any complications occuring during 
intraoperative period were noted. After the 


Pain score:- | 


34-66mm moderate pain 
67-100 mm severe pain 


The patients with pain score more than 66 
were given inj. fo 0.75mg/kg. 


Respiratory rate was also measured at 0,1,3 
and 6 hours postoperatively. Any side effects 
occuring postoperatively such as nausea, vom- 
iting, bronchospasm, excessive bleeding etc. 
were recorded. 


*-0 period indicates period within 10 minutes 
after the operation. 


Observations 


Fifty adult patients were studied. There 
was no significant difference between the 
groups in respect of sex and weight. Two pa- - 
tients of group I(diclofenac group) required 
fortwin at 3 hours and one patient at 6 hours 
postoperatively. In group I, in one patient the 
duration of analgesia was up to 12 hours. 


Total no. of cases in both the groups 50 





4 f Group I Group II 
recovery of patients following parameters were T : 
measured at 0*, 1,3 and 6 hours. Total no. of patients 25 25 

Males 14 14 
Females 11 11 
Average weight in kg. 55.4+8.41 55.48+7.277 ° 
Average duration of 
ы surgery in minutes 89.8+31.27 93.4152 
Sedation score:- i 
e . 
1 
0 alert Д a 
1 drowsy , 
2 Pan Average sedation score, SD and *t' values. 
, Group! Group П ‘? value 
The pain score was measured on 100 mm po н рда def 
horizontal score. The patients were asked to Mai 0 0.65.5 6.00** 
score the severity of pain on 100 mm visuaP кмш, (М 0.44.5 3.25* 
analogue scale. ~ 
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Table 2 

Average pain score in mm, SD and *t' values. 

Group! Group II ‘t’ value 
430 ee eee Ж” Г 7. E ы. 
0һош 14.412421 21.6x:36.77 12 
1hour 18.00+28.87 25.6+ 34 1.04 
3 hours 31643354  284428.82 1.04 
6 hours 36.6+ 31.05 38.4+ 29.53 14 
A Г.Ш ы ERES ee et 
** Statistically highly significant. 
* Statistically significant. 

Table 3 
Average respiratory rate, SD and ‘t’ values. 
Group! Group II 't' value 

Preoperative 
respiratory-rate 18.88+4.59 19.2843.91 ns* 
Ohour 19.76+5.36 18.48+5.24 ns 
1 hour 20.4+4.82 18.04+4.4 ns 
3 hours 20.32+5.46 18.96+4.41 ns 
6 hours 19.64+4.99 19.08+3.91 ns 





*ns indicate statistically insignificant. 
Table 4 


Side effects observed. ы 





Group I Group II 





no of patients 


More oozing from the wound 
Insomnia 

Urinary retention 
Paininepigastrium  . 


~ В. о о В, - н 
B-RReRR- 


Y 


From Table 1 it is clear that patients in group 
І are awake from very beginning. Only the pa- 
tients to who fortwin was given showed slight 
sedations where as in group 2 there was 
marked sedation which is statistically highly 
significant. 





i 
more at 3 hours. The pain score was not statis- 
“tically significant in both the groups. 


Although there is no difference statistically 
in respiratory rate in the two groups, however, 
there was decrease in respiratory rate in group 
II as compared to group I in which there was 
increase in respiratory rate. Respiratory rate 
was equal in both the groups at 6 hours. 


There was greater incidence of vomiting in 
group II as compared to group I. Three cases 
showed more bleeding in group I but created 
no problem and stopped by itself. One patient 
with history of dyspepsia complained of pain 
in epigastrium in the postoperative period in 


group І. One patient in group П had urinary . 


retentions. 
Discussion 


Adequate analgesia is necessary after any 
painful operation. Buprenorphine, a synthetic 
narcotic analgesic has been used by various 
routes such as intramuscular, intravenous, sub- 
liagual and by epidural route for postoperative 
pain relief. Nonsteroidal drugs (NSAID) have 
been émployed previously as postoperative 
analgesics (Saarnivara et al., 1980). Dom- 
merby ánd Rasmussen (1984) showed in pa- 
tients aged 12 years and over who underwent 
tonsillectomy that rectal diclofenac given im- 
mediately postoperatively produced satisfac- 
tory analgesia in comparison to placebo. Bone 
and Fell, (1988) compared the effectiveness of 
diclofenac and papaveretum in the prevention 
of pain and restlessness after tonsillectomy in 
children. They have found that diclofen 
group was associated with significantly mof 
rapid return to calm wakefulness and had sig- 
nificantly less effect upon respiratory rate. 
Hodsman et al., (1987) assessed the analgesic 
effect of diclofenac sodium following abdomi- 
nal surgery. They have found that pain score 
was lower in diclofenac gróup at 4 hours. 


In our study, group II showed sedation up 
to six hours and it was statistically highly sig- 
nificant as compared to group I ih which seda- 


The pain socre was lower in group I in • tion was not seen and the patients were calm 


Oand 1 hour as compared to group II although 


and awake postoperatively. Maximum pain re- 


ia E E ——— ———— ÁREA 58 
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liéf in both the groups was upto 6 hours post- 
operatively. In our study there was statistically 
no difference in pain score at any time in both 
the groups. The pain score was almost equal 
at 6 hours in both the groups, thereby both 
the drugs are equipotent in controlling post- 
operative pain. Our study corresponds with 
the study of Baroni et al.,(1983) in which 
analgesic effect of diclofenac sodium was more 
than four hours. Respiratory rate was lower 
in group II as compared to group I, n 
statistically not significant. 


_Buprenorphine i an opioid and is known 
to cause respiratory depression, vomiting, de- 
layed recovery of consciousness and depres- 
sion of protective reflexes. Opioids are rela- 
tively contraindicated in younger children sim- 
ply for the fear of marked respiratory depres- 
sion and sedation. Opioids are also contraindi- 
cated in patients who are on tricyclic antidep- 

ressant drugs and in severe hypothyroidism 
Maced In such conditions diiclofenac 
can be used safely to provide analgesia. Dic- 
lofenac sodium is useful in daycase surgery 
and іп Caesarean section, where alertness is 
desired after the surgery. Although, we have 
used diclofenac sodium in all types of routine 


* * * 


“- 


_~ and emergency surgery except in patients with 


severe liver and kidney disease(as the drug is 
excreted via both the routes) we have not ob- 
served any serious side effects with this drug. 
Hence, diclofenac sodium offers an alternative 
to opioids in providing analgesia and also 
keeps the patients calm and alert in the post- 
operative period. 
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Topical Erythromycin jin.acne vulgaris 


Jayakar Thomas, Parimalam S., Muthüswami T.C., Augustine S.M. 


Abstract 


j | 

Acne vulgaris is a troublesome dermatological problem of adoles- 
cents and young adults. If not treated and controlled in time it leads to 
aweful looking, cosmetically disturbing scars. This study was aimed at 


estimating the efficacy of 2% 


Erythromycin eream in treating acne 


vulgaris. The study was conducted with matched control§. It was ob- 
served that Erythromycin cream has a distinct advantage over the con- 
ventional therapy particularly with reference to side effects. 


Introduction 


Acne Vulgaris, a troublesome disease of 
adolescence and early adulthood is a disease 
of pilosebaceous unit clinically characterised 
by comedones, papules, pustules, nodules and 
cysts with a potentiality to form pitted and 
hypertrophic scars with highest concentration 
. oflesionin the face, shoulders and midchest. 


“Тһе pathogenesis involves, genetic suscep- 
tibility increased circulating or peripheral con- 
version of testosterone, increased production 
of sebum, the anaerobic diphtheroid Р. acnes, 
retention hyperkeratosis of follicle and inflam- 
mation enhanced by prostaglandin like sub- 
stance in P. acnes. 


The available treatment includes, hor- 
mones like estrogens, anti androgens, antibio- 
tics (systemic and topical) Comedolytics and 
keratolytics, anti inflammatory agents and 
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physical procedures depending on the gra 
severity of the disease and patient’s toleran 
and compliance. 


Erythromycin has been effectively used 
both systemically and topically (in the form of 
cream and lotion!) for more than three de- 
cades Topical Erythromycin acts by decreasing 
the free fatty acid on the skin as well as the 
number of P acnes and also against the lipase 
activity of the latter.” It has an anti-inflammat- 
ory actjon by inhibiting leucocyte chemotaxis 
which pis a major role more than its antibio- 
tic effect, ^? 


Side effects with Erythromycin like scaling, 
itching, pigmentation are less, when compared 
with those caused by the other topical agents” 
and with particular reference to pseudomem- 
branous enterocolitis caused by Clindamycin. 
But, there is a disadvantage of development 
of cross resistance^^ between Clindamycin 
and Erythromycin. 


Aim of this study was to assess the efficacy 
of topical 2% Erythromycin cream in Acne 
Vulgaris. e 


Materials and Methods 


15% patients (A group) of both sexe$ bet- 
ween the age group of 15 and 25 years of grade 
? П (11) and Ш (4) Aene Vulgaris were suc- 
cessfully studied. Lesion Count wa$ dene prior 
ю the start of treatment. The patients were 
advised to use the cream at bed time after 
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washing clean with soap and water. Patients 
were reviewed every week and resolution of 
old lesion, appearance of new lesion, pair and 
tenderness, scaling, and pigmentation were 
noted. Treatment was discontinued after four 


weeks and the patients were reviewed for. 


another four weeks without any treatment. 
The entire protocol was followed with 15 
matched controls (B Group) with regard to 
age, sex and serverity of the disease and given 
systemic (oral) Tetracyclime 250 mgm 1 tds and 
Topical Sulphur Salicylic Acid Ointment. 


А 


! 


8 out of 15 patients showed complete clear- 
ance during the period of study in both groups 
А and B. Most of them (13) showed reduction 
in the severity after one week and there was 
exacerbation in one case which resolved within 
two weeks in group A. Reduction in the sever- 
ity was observed in 2-3 weeks in group B and 
2 of the patients had exacerbation, of whith 
one developed cystic lesions. Treatment was 
discontinued in both these patients. fiowever, 
appearance of new lesions was observed in al- 
most all cases (14/15) in group A as against 
10/15 in group B. 


Side effects like scaling was observed in 
only 2/15 patients in group A and 10/15 in 
group B indeed, warranting discontinuation of 
treatment in 5 of them. Incidence of burning 
and itching was practically nil in group A and 
8/15 had either burning or itching in group 
B. Similarly the incidence of pigmentation 
was nil in group À and 8 patients showed 
increased pigmentation in group B. ín- 
terestingly one female*patient who had 
chloasma showed decrease іп pigmenta- 
tion in group А while on trail (without 
any specific treatment for chloasma). Fol- 
low-up rate was 100% with patients оп 
Ertythromycin and 70% in patients on sul- 
phur ointment and tetracycline. 
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- Conclusion and comments 


The overall observation concludes that 
treatment with topical Erythromycin is 
certainly useful in cases with papulo pus- 
tules of moderate severity (Grade I and 
II) without any untoward side effects like 
scaling, burning, itching, pigmentation, 


_ sensitization and also systemic side effects 


likely to be met with tetracycline and clin- 
damycin. Those with grade TII and IV le- 
sions can be benifited by supplementing 
with systemic antibiotics. However, one 
has to bear in mind the chance of develop- 
ing resistance, especially when there is no 
response to proper treatment. 
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Glucose-6-Phosphate Dehydrogenase (G6PD) 


deficiency 


Ananthapadmanabhan P., Krishnan P., Ganesan R.A., Kannan M., 
Muthukumaran S., Radhakrishnan S. 


Introduction 


Glucose-6-Phosphate Dehydrogenase (G6PD) is an enzyme acting 
on the hexose monophosphate (HMP) shunt. About 30% of glucose in 
the RBC is metabolised by the НМР shunt. НМР shuhit maintains 
glutathione in reduced state, helping to prevent RBC from oxidant 
injury. The gene for G6PD is carried in the X-chromosome. There are 
many variants of this enzyme. G6PD deficiency usually occurs in males. 


Incidence 


The overall incidence of G6PD deficiency 
is estimated as 3.1% in boys and as 1.6% in 
girls. Incidence in India is reported to be 1.3%, 
in China 3.2%, and in Malaysia 2.3%.! 


| Discussion 


- G6PD deficiency can manifest in four clin- 
ically different forms:? 


A. Acute Haemolysis following the use of 
antioxidant drugs: Antimalarials (esp “Prima- 
quin), analgesics, antipyretics, Sulpha group, 
Nitrofurantoin, Vit.C, Vit.K, Probenecid, L- 
Dopa, Nalidixic acid. In Primaquin reaction, 





Dr. Ananthapadmanabhan J., MD., MRCA., ЕССР., MSAMS., 
(Cardiol), 

Professor (Unit III) Dept. of Medicine. 

Dr. Krishnan P., MBBS., 

Senior Resident. 

Dr. Ganesan RA., MBBS., 

Postgraduate trainee. 

Dr. Kannan М., MBBS.,, 

Postgraduate trainee: 

Dr. Muthukumaran 5., MD. 

Assistant Professor. 


Dr. Radhakrishnan S., MD., MSc., . 
Professor of Pathology, 
Thanjavur Medical College, Thanjavur - 613 004. 


Specially contributed to "The Antiseptic" 
Vol. 87 (5); P (234-235) 


" 
haemolysis occurs in 2-3 days with jaundice, . 
lasts for 10-12 days and is usually self-limiting: 
Viral hepatitis, Lobar pneumonia and Sal- 
monella infections are also known to precipi- 
tate similar reaction. 


B. Alimentary type: This follows ingestion 
of broad beans or peas or inhalation of pollen 
of broad beans. 


C. Neonatal jaundice: The exact mechanism 
of hyperpilirubinemia in neonates in these 
cases is difficult to establish. Though 
heamolysis cannot be excluded as the’ major 
factor for the hyperbilirubinemia, there seems 
to be more evidence for a hepatic inadequacy 
of the enzyme. Deafness for high tones and 
cerebral palsy are also seen. This condition is 
a preventable cause of mental retardation. 


D. Hereditary Non-Spherocytic Haemolytic 
Anemia (HNSHA): These patients present with 
childhood jaundice or with anemia and 
splenomegaly in adulthood necessitating blood 
transfusion. Some may exhibit a fully compen- 
sated haemolytic anemia in adulthood. 


314 Bhils(Tribals) and 100 nontribal volun- 
teers of an area of Udaipur district were 
screened for G6PD deficiency ата for abnor- 
mal haemoglobins. While 16.876 of the tribals 
group should G6PD deficiency, enly 2% of 
the nontribal group were positive. No abnor- 
mal haemoglobin was found in either group.? 
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The genes controlling the synthesis and 
structure of G6PD are situated very close 10 
those for blindness and haemophilia A. The 
enzyme has variants. А female сап be 
heterozygous for the type of G6PD her cells 
produce. Lyonism occuring early in.life сап 
suppress one of the X chromosomes and mani- 
fest expressivity carried on other chromo- 
somes.^ 


The incidence of G6PD deficiency is found 
to be highest in patients who develop early 
cataracts. G6PD deficiency is found to be high 
in areas endemic for malaria and hence the 
postulation that G6PD deficiency is probably 


a natural adaptive mechanism to resist malarial 


infection.* 


. Case Report: Mrs. V, 22 Years of age, was hos- 


pitalised for easy fatiguability and lump in the 
abdomen. She gave history of exertional 
dyspnoea but there was no history of chest 
pain, fever with rigor, drug ingestion or jaun- 
dice. She had irregular, scanty menstruation. 
There was no abnormal family history. 


Examination revealed a thin-built, anemic 
woman with no jaundice, pedal оета, lym- 
phadenopathy or leg ulcers. She had parietal 
bossing. Vital signs were intact. There was a 
venous hum on the right side of the neck and 
a grade 2 systolic murmur at the left sternal 
border. Lungs were clinically normal. Spleen 
was palpable 8 cm. below the left costal margin 
and it was smooth, firm and nontender. Liver 
was not palpable. Ascites and engorged veins 
were absent. Pelvic examination was reported 
as normal. 


Investigations revealed ‘urine-absent albumin 
and sugar, stools-ova, cysts absent for 3 con- 
secutive days, Hb 4.6 G%, TLC 7800 cells/ 
cmm, DLC P45, L46, E9, ESR 8mm in 1 hour, 
Platelets 200,000/cmm, Reticulocyte count 
15%. Peripheral blood smear was normocytic 
and hypochromic with a number of fragmented 
forms but*there were no target cells, Herinz 
bodies or parasites. Bone marrow was nor- 
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moblastic and hyperplastic. Serum haptoglo- 
bin and Direct Coomb's меге both negative. 
Serum iron 31 mic.Gm^?6 (normal 50-172). Os- 
motic fragility was normal beginning at 0.44% 
and ending at 0.34%. Sickling test was nega- 
tive. No abnormal Hb was detected on Hb 
electrophoresis. G6PD deficiency was de- 
monstrated by methaemoglobin reduction 
test. Liver function tests, skiagram of the chest 
and ECG were all normal. X-ray skull latteral 
view showed broadened diploe, separation of 
tables and thickened vault in the parietal reg- 
ion. 

Diagnosis Reticulocytosis and absent haptozic- 
bin suggested a haemolytic process. Nor.uzi 
osmotic fragility excluded ^ hereditary 
spherocytosis and  eliptocytosis. Normal 
haemoglobin ^ electrophoresis ^ eliminated 
haemoglobinopathies. ^ Negative ^ Direct 
Coomb's test excluded acquired haemolytic 
anemia. Hence, a haemolytic anemia secon- 
dary to an enzyme deficiency was thought of 
and methaemoglobin reduction test confirmed. 
the presence of G6PD deficiency. The final 
diagnosis was chronic non-spherocytic 
haemolytic anemia as a manifestation of G6PD 
deficiency. 


Summary: 


Relevant literature is discussed regarding 
G6PD deficiency. A patient with the disorder 
is reported. 
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Neurosis іп patients who self monitor blood 


glucose - Case report: 
Bhatia R.S. 


Summary 


Self blood glucose monitoring (SBGM) is not that common in this 
part of the country. But those who self monitor blood glucose at home 
are not uncommon to develop neurosis. 


Introduction: 


Self blood glucose monitoring (SBGM) has 
brought about an advancement in diabetic 
management! where its application in develop- 
ing countries like ours becomes debatable if 
not totally questionable*. Many diabetic pa- 
tients who are self monitoring blood glucose 
at home? develop disruptive neurosis,. Case 
reports of two such cases are being presented. 


Case report! 


This patient, 51 years old male, an insulin 
dependent diabetic, was virtually a well con- 
trolleld diabetic for the last two decades, with 
plain insulin injections, twice daily. His father 
gifted him SBG Monitor for him & here started 
the trouble. He started over-reacting to vari- 
able readings by the monitor which he was 
recording without any guidance. He made a 
lot of changes in his daily diet, daily dose of 
insulin and started recording blood glucose 
many times in a day. This further paved the 
way for changing dietary pattern as well as 
insulin dosage. He did experience few episodes 
of varying degrees of hypoglycemia. 


Case Report”: 


This patient, 48 years old male, was well 
controlled on (Glibenclamide 5 mg + Phenfor- 


Dr. Bhatia R.S. 
Medical Specialist 
Model Town, Ludhiana 


Specially contributed to “The Antiseptic” 
Vol. 87 (5); P (236-237) 


min 50 mg per day) oral hypoglycemic agents, 
for the last six years. His trouble started, the 
day he started operating & recording his own 
glucose on autoglucose checking meter. Since 
the first reading was not timed one, it created 
apprehension and just under the spell that it - 
is much higher a reading which might cause 
various complications of the disease, he started 
changing the dose as well as diet. Fluctuating 
readings which he was getting, disturbed him 
a lot and he ultimately landed in our clinic for 
help. He was recording as many as 8 times per 
day, altering the dose from V^ tablet to 3 tablets 
& T'caps. to 2 caps. рег day and trying to self 
manage blood glucose meat varying from 
45 to 460 g/dl. 


Discussion: 


Self blood glucose monitoring is quite use- 
ful? especially if it is done under the supervi- 
sion of a family physician*. Because patients 
are ignorant about the fluctuations in the glu- 
cose reading and therefore, likely to make in- 
numerable mistakes in their daily diet as well 
as daily dose of insulin or oral hypoglycemic 
agent, on reading an unexpected value of 
blood glucose, in an attempt to set the Eu 
status of blood glucdse. This is what has hap- 
pened in our patients who were hale & healthy 
for the last 6 to 20 years prior to this monitoring 
at home, which not only deranged all their 
routine, but altered insulin & eral hypog- 
lycemic agents dosage as well. Subconscious 
mind's futile ability or curiosity to «сер blood 
glucose normal to avoid grave complications 
of the disease, might have been an underlying 
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cause of this apprehension. Мапу а times such 2. Bhatia, R.S.; New trends in diabetic management; Jour. 
patients land up with severe hypoglycemia. We ` Assn. Phys. India; 1989; 37 : 244. 

suggest that self glucose monitoring at home 

should be done only under watchful guidance 


& personal supervision of the family physi- > Bee" S-E; Lawson C; and Watkins P.J.; Neurosis induced 
cian* E by home monitoring of blood glucose concentrations. Brit. 
! Med. Jour.; 1989; 298: 362. 
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A patient asthma that is well controlled with a high inhaled dose of beclomethasone 
dispropionate has developed thrush on her vocal cord. What treatment is advised? 


High doses of inhaled steroids are important in treating bronchial asthma and usually 
need to taken for some months for their full therapeutic effects to take effect including 
reduction in bronchial hyperreactivity. They are generally well tolerated with few important 
side effects. But all topical steriod preparations may lead to redness or soreness of the 
throat when inhaled and also cause troublesome hoarsensess or dyphonia. 


The reported incidence of oropharyngeal candidiasis varies form 0% to 77% in patients 
taking inhaled steroids. 


Differences in diagonstic criteria may confuse interpretation. Candida is a usual inhabit- 
ant of the normal orapharynx and most patients in whom troat swabs show candida will * 
not develop anysymptoms. Clinical evidence of faucial thrush is usually found i qbout 
5-10% of adult patients and thg ifcidence probably increases with increasing daily dose, 
о greater duration of treatment, and possibly poor inhaler technique and increased 
frequency of administration. Candidiasis probably Felates to localdeposition of steiod 
and this may be reduced by using a large oclume spacer device for example, Volumatric 
for beclomethasone dipropionate and Nebuhaler for budesonide. 


Dysonia may occur in patients inhaling propellant alone but is соттопег in patients 
taking inhaled steriods and may be related to the dose. It occurs independently 
oropharyngeal candidiasis. It has been reported in up to a half of patients treated. Voice 
strain is a possible contributing factor. On inspection of the laryex a characteristic abnor- 
mality has been described, and it is suggested that this reversible, bilateral adductor 
vocal cord myopathy is more often the cause of dysphonia than candidal infection. The 
incidence of this abnormality, however, is not known Hoarseness is rare in patients taking 
oral corticosteroids and probably dysphonia relates to deposition of aerosol on or near 
the cords. i 


If inspection of tHe laynx shows clinical evidence of candida then antifungal treatment 
including amphotericin lozenges in combination with nystatin mouthwash is usually effec- 
tive. IF laryngoscopy is difficult to arrange then antifungals are probably mouth rinsing 
ond gargling with tap water or mouthwash, changing to a power form of inhaled steriod, 
using a large volume spacer device and reducing the dose. Only rarely is it necessary 
to stop the inhaled steriods. A short course of oral prednisolone may then be required. 
It may then possible to reintroduce inhaled steriods in the same or a lower dose. 


- (BMJ Voi. 299 Dec 89) 
* ж * * * * 
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SYNDROME ATTACKS 





ANYONE 


EMBARASSMENT.IS ONLY | 
PART OF THE PROBLEM E 


IBS attacks are followed by flatulence, 
abdominal distension, altered bowel and pain. 
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Leprous Rheumatism - Jt still exists 


Chandrasekaran A.N., Porkodi R., Subramaniam  Ramakrishnan, 


Krishnamurthy V. , Rajendran СР. 
Parthiban М. “Patrick Yesudian. 


adha Madhavan, Achuthan K., 


Summary 


Arthritis occuring as a prominent symptom of leprosy has been 
noted from ancient times. Arthritis or arthralgia can occur in lepramat- 
ous leprosy, tuberculoid leprosy and also in border line deprosy. We 
are reporting a case of Leprous Rheumatism who presented with 


erythema nodosum leprosum. 
Case Report: 


A 28 year old young man presented to our 
Outpatient Department with fever and asym- 
metrical polyarthritis involving the left ankle, 
left knee and both shoulders of 20 days dura- 
tion. A week prior to the onset of arthritis, he 
had diarrhoea. There was no history of morn- 
ing stiffness, dysuria, occular symptoms, mus- 
' cle pain, bone pain, epistaxsis or historty of 
tuberculosis. A provisional diagnosis of post 
dysenteric arthritis was made and he was ad- 
mitted. 
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Subsequent to the admission he developed . 
crops of erythematous, painful subcutaneous 
nodules over the arms, forearms and thighs, 
The appearance of nodules was associated with 
fever. It was then, he gave the history ofhaving 
been treated 5 years ago, incompletely for 6 
months for anaesthetic hypopigmented 
patches over the forearms. 


General examination revealed a well built 
individual with stable vital signs. His 
peripheral nerves - ulnar, greater auricular and 
lateral popliteal were markedly thickened and 
tender. Over the extensor aspect of the 
forearm һе skin was shiny and hypoaesthetic. 


Painful, tender, erythematous nodules 
about 2-3 cm. were seen to occur jn crops over 
the arms, flexor aspect of the forearm and 
thighs. The nodules enlarged in size, darkened 
in colour. Some nodules over the thigh ulcer- 
ated in the centre, formed a scab and healed 
leaving a papery scar (Fig.1 & 2) 


Skeletal system examination revealed ar- 
thritis of both shoulders, left knee and left 
ankle. 


The opinion of the Dermatologist was 
sought and a differential diagnosis of papulo 
necrotic tuberculide, collagen vascular disease 
or Lepromatous Rheumatism was-considered. 


He had a leucocytosis of 10,200 cells/ 
cumm. and an elevated erythrocyte sedimenta- 
боп rate of 140mm/per hr Acute phase reac- 





5. 








tants were raised - Alpha; Globulin 18% 
"Gamma Globulin 37% and C Reactive Protein 
18mg./100ml. Renal parameters including the 
creatinine clearance were normal. 
Rheumatoid Factor by Rose Waaler and Latex 
agglutination; Anti streptolysin O tire, L.E. 
Cell and Anti nuclear antibodies were all nega- 
tive. VDRL was non reactive. Stool and urine 
culture were sterile. His HLA typing showed 
that he was postive for A2, A29 and B40 anti- 
gens. 
Tuberculin test was negative. Skiagrams of the 
chest, knees, ankles and pelvis were normal. 


Ophthalmic examination including slit 
lamp examination was normal. The der- 
matologist clinched the diagnosis. by de- 
monstrating the acid fast bacilli - Myco bac- 
terium Leprae in the skin smear. Biopsy of 
the skin nodule by them showed a histopathol- 
ogy typical of Erythema Nodosum Leprosum' 
(ENL). Superficial dermis showed capillary di- 
latation with collection of exudate around the 
blood vessels. The predominent cells were 
polymorphs in the lower dermis. Underneath 
the acute lesion the leprous granuloma consit- 
ing of macrophages were seen in the der- 
mis.(fig.3 & 4). 
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Once the diagnosis was established, he 
was treated with Prednisolone 15mg/day, 
Clofazamine 300mg/day in 3 divided doses and 
Dapsone 100mg/day. The nodules disap- 
peared, arthritis subsided and he became afeb- 
rile. 


Discussion: 


Leprosy is primarily a tropical disease. The 
W.H.O estimated that there are 11 million 
cases in the world, 60% occuring in Asia. In 
India there are 3.5 million cases. An early de- 
scription of acute arthritis as seen in Indian 
leprosy patients was given by Karat et al’. 
These reports illustrate how rheumatic man- 
ifestations of leprosy may mimic the common 
rheumatic diseases, Causing delay in early rec- 
ognition and subsequent diagnostic confusion. 


Our patient was initially diagnosed to have. 


post dysentric arthritis and only after the ap- 
pearance of subcutaneous nodules was the 
diagnosis of Напвеп thought of. 


*  Inlepramatous leprosy ЕМІ, occurs as a 
part of lepra reaction, which is an immune 
complex mediated? type III hypersensitivity 
reaction. ENL develops in crops over the 
thighs, arms, forearms and the appearance of 
each fresh crop is associated With a rise of 
temperature. The nodule lasts for 48 to 72 hrs. 
after which it undergoes the colour changes 
ofthe nature of a contusion, becoming, blué, 
brown and finally dark. Nodule subsides with 
desquamation*. A necrotising vasculitic le- 
sion, the Lucio phenomenon? may occur in 
the lower legs where the erythematous macule 
ulcerates a dark brown scab forms in the 


centre, drops off after 2 weeks, leaving behind 
ahypopigmented tissue paper scar. This Lucio 


phenomenon was seen in our patient in his 


right thigh, where the nodule ulcerated and 
healed with a papery scar. 


The reactional arthritis is Hansen takes 
one of the following forms: 1. Acute arthritis 
of one or more large joints, typically knee or 
ankle with or without effusion, as observed in 
our patient; 2. Acute polyarthritis of small 
joints of the hands, especially metacar- 
pophalangeal and proximal interphalangeal 
joints; 3. Combination of 1 and 2. 4. Involve- 
ment of proximal interphalangeal joint of one 
finger or toe, giving an acutely tender spindle - 
shaped digit. Synovial effusions and bursitis 
can occur. z 


Synovial biopsy revealed an acute inflam- 
matory reaction’. In most patients lepra or- 
ganisms are not detected in the synovium and 
the synovial fluid is a transudate’. This form 
of arthritis has an immunological basis. How- 
ever in some, the synovitis might be due to 
infection where the synovial fluid contains 
lepra cells with ingested organisms and the 
synovial fluid complement levels are high. 


Blood picture is that of Leucocytesis and 
elevated Erythrocyte Sedimentation rate; both 
were observed in our patient. As the Lepra 
reaction is an immune reaction, the 
Rheumatoid Factor and Antinuclear An- 
tibodies may be positive with elevated levels 
of IgG,IgM, C2 and C3. Skiagrams show soft 
tissue swelling and later osteoporosis. In ad- 
vanced cases joints may be ankylosed or disor- 
ganised on account of osteolytic changes. His- 
topathology of ENL confirms the diagnosis, 
as seen in our case. 


Leprous theuniatism as a part of lepra reac- 
tion responds well to Clofazamine, Dapsone 
and Steroids as was evident in our patient. 


This case study shows that when one con- 
fronts inflammatory polyarthritis in endemic 
areas of leprosy the possiblity of leprous 

Jheumatism should be thought of since it is a 
curable form of arthritis. 
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* * * * * * 
The Personality of Medicine: 


During recent years, organized medicine has devoted a great deal of its time to 

combating the political and social forces that would relegate the physician to the role 

. of o mercenary in the practice of medicine. Such forces would have us forget the need 

and importance for the preservation of the individual physician-patient relationship in our 

democratic way of life. Fortunately, medicine has been successful to the present and the 
freedom of the physician and patient has been preserved. 


What will happen in the future?. The answer lies within the character and principles 
not only of the practicing physicfan today but also the doctors of tomorrow who ore 
being trained in our hospitals, medical and undergraduate schools. In the past few 
decades, there has been a tendency on the part of medical education to stress scientific 
knowledge os an end in itself. The product of such a training may be capable of ministering 
to the ills of the human body but not to the humon hearts, minds, and emotions of his 
patients. Is it any wonder then that the patient's attitude towards his physician changes? 
In the eyes of the layman, medicine becomes a commodity subject to the whims of a 
changing society. If we are to preserve the freedom of the physician and the patient, 
more opposition to the inroads of socialistic ideologies and systems will eventually fail 
unless medicine sees to it that the physician is more than just the pureyor of scientific 
knowledge. As history tells us, societies are more often destroyed from within than from 
without. 


Although the physician is primarily a man of science, he must be constantly conceened 
over human personal values. He must recognize his obligations both as a physician and 
citizen. There is an impextive need for a new revolution-a revolution against opportunism, 
expediency and materialism; ideal of freedom, personal responsibility, individual initiative, 
and above all, faith in God. 


(New York State J. of Medicine August’89 Volume 89, No.8) 


* * * * * * 
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PANORAMA 


Management of Carcinoma of the Oesophagus 
(A review of 200 cases) 


Dandapat M.C., Patro 5.К., Rao K.R.R.M. 


Abstract 


Management of 200 consecutive patients with carcinoma of the oeso- 
phagus over a 7 year period was reviewed. The treatment options were 
mainly by surgical resection, palliative endoscopic dilatation and intuba- 
tion by using Mousseau-Barbin tube, radiotherapy and a combination 
of these. Successful resection was carried out in 25 casts with overall 
mortality rate of 16%. 5 - year survival rate was 4% and 3 year survival 
rate was 20%. Patients had best symptomatic relief by successful M-B. 
Tube insertion with mortality of 10% and average survival rate was 


over 6 months. 


Key Words: Oesophageal carcinoma, dysphagia, oesophagoscopy, M-B-Tube inser- 


tion, oesophagectomy, radio therapy. 


Introduction 


Carcinoma of oesophagus continues to 
have a poor prognosis with 5-year survival 
rate for squamous cell carcinoma reported 
at 4% following resection by Earlam and 
Cunha Melo! and 5% by by Poopp et al*. In 
the present series we have trieid for early diag- 
nosis by oesophagoscopy of the patients com- 
plaining of dysphagia and successful total 
oesophagectomy for middle third growths in 
15 cases and partial oesophago-gastrectomy in 
10 cases for lower third and cardia lesions were 
done. Palliative surgical procedures of gastros- 
tomy and Mousseau-Barbin tube intubation 
were done in 77 cases with mortality rate only 
10%, Post-operative radiotherapy advised in 
48 cases. 
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Material and methods: 


From January, 1981 to August, 1988 we 
have managed 200 cases of carcinoma of 
oesophagus. There were 125 men and 75 
women with maximum age range 56-76 years. 
Dysphagia was the usual form of presentation. 
75% of patients had history of smoking and 
taking “alcohol for prolonged period of 15-20 
years. Investigations included routinehaemog- , 
ram with haemoglobin % less than 10 gm. 
Barium swallow and X-ray done in majority 
of patients and oesophagoscopy tried in all pa- 
tients. 


Tumours were divided according to 
oesophago scopic findings into upper third 
(13%) middle thirid (37%) and lower third 
(50%). Histopathological findings were ob- 
tained in all cases, and they revealed squamous 
cell carcinoma (81%) confined to all upper 
and middle third and most lower third growths. 
Adenocarcinoma were (12%) only in lower 
third and mixed type (7%) also іп lower third 
"3 cardia. 


20% patients left the hospital before any 
treatment was started. 48 patients who were 
found unsuitable for any surgiealeprocedures 


ә due to advanced age, debilitated condition, 


metastatic lesions were resuscitated in the hos- 
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pital by intravenous hyper-alimentation, * 


whole blood and fresh plasma transfusion and 
referred to radio-therapy for symptomatie re- 
lief of dysphagia. 


Oesophagosopy was performed іп 160 
cases in which success rate was 85% , 15% cases 
were subjected to endoscopic dilatation and 
further nutrition was maintained by Naso-gas- 
tric Ryle's tube feeding of Horlicks, milk, bar- 
ley, Bournvita,rice water etc., 102 cases found 
fit for various surgical procedures were pre- 
pared well pre-operatively for hyper-alimenta- 
tion, good oral hygiene and denture and treat- 


merit of respiratory infections. Surgical resec- 


поћѕ were done in 25 cases. Mousseau-Barbin 
tubes inserted in 52 patients and 25 others were 
subjected to palliative surgical procedure like 
feeding gastrostomy and enterostomy. 


Results 


Treatment and immediate outcome of қт ре 
resection:- 


100% of the patients were relieved of their 
symptom with opérative mortality rate only 
16%, pest-operative pulmonary comptications 
occured in 7 cases and were managed success- 
fully. 


* Post operative follow up and survival:- 4 cases 


could not be followed up after discharge from 
ward. One lady is still living more than 5 years 
after successful Total oesophagectomy, 3 year 
survival rate was 20% and 6 months to 2 years 
survival rate was 2876. 3 cases died within 6 
months at their home and 5 cases came with 
recurrence within 2-3 years and were advised 
radiotherapy. 


Outcome of treatment with palliative 
surgical procedure:- 


Mousseau-Barbin tube insertion offered 
best form pf palliation in 52 cases with 


maximum survival upto one year and average. 


survival of 6 months. 


Late complications:- 


There were no significant late compli- 
cations found in M-B-Tube insertion ex- 
cept few displacement of the tube which 
were managed successfully. 


Quality of swallowing:- was best after both 
surgical resection and M-B-Tube inser- 
tion. 


Discussion 


In this series better patients were 
selected for surgical resection, younger 
age group of below 60 years. The success 
rate of resection was 84% which compares 
well with rates reported in world literature 
(45-8196 )?:^?. Post operative chest infection 
and pleural effusion occured only in 2 cases 
despite intensive chest physiotherapy with no 
anastomotic leak, well compares to reports by 
Huang et al’. The over-all mortality in surgi- 
cal resection was 16% compares well with 5- 
20% rate reported in world literature 45:647. 


5-year survival rate is 4% in this serios, 
compares well with 10% in world literature. 
In this series palliative surgical procedures like 
Mousseau-Barbin tube insertion provided best 
relief of dysphagia; well compares to world 
literature? 


Complication rate was minimal and failure rate 
was 10%, similar to that reported in world 
series™!°, Mean survival was short (6 months) 
and longest survival was one year compares 
well with world series?:!? overall mortality was 
20% similar to that world literature (11-* 
23.696) ie 


Special remarks:- 


1. Upper 1/3rd and very advanced middle and 
lower l/3rd lesions who were advised 
radiotherapy for palliative relief of dys- 
phagia could not be followed up in the pre- 
sent series. 


2. Those found inoperable after laparotomy 
and advised radiotherapy could not return 
up later for follow up. 
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Conclusion 


Surgery provides the best symptomatic re 
lief but overall results are poor. 


Palliative M-B-tube insertion offer signific- 


ant relief in majority patients but survival is 
only 6 months. 


3. 


Results of other palliative gastrostomy 15 
also dissappointing. 
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UJe report o cose of ciprofloxacin induced vosculitis*On the third day of ciprofloxacin 
therapy (500 mg twice daily) for a urinary tract infection. A 74 year old geography 
professor had fever, inflamed knees, and a pruritic, erythematous papular rash. The arthritis 
resolved within tow days of cessation of ciprofloxacin, but the rash became generalized. 


The patient had ingested no other medications in the preceding six months. Physical 
examination revealed a generalized erythematous papular rash (sparing the face, hands 
and feet) scrotal swelling, pitting edema of the legs, and a slight bulge sign in the right 
knee. Heberden's and Bouchard's nodes, knee instability and metatarsalgia with pronation 
deformity of the feet were noted incidentally. 


The lactate dehydrogenase level (LDH) was elevated at 553 IU (normal < 290) 
glutamine oxalate transaminase (SGOT) was elevated at 359 IU (normal<40). Raji cell 
assay for immune complexes showed 197 ug per milliliter (normal<50). The Westergren 
erythrocyte sedimentation rate was slightly elevated at 21 mm per hour. 


The fever and rash resolved within one week of the discontinuation of ciprofloxacin, 
the LDH and SGOT returned to normal in four weeks, and the pitting of the legs and 


scrotal edema resolved within five weeks. 


(The New England journal of Medicine Jan. 96, '89). 


* 


* * * 
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A profile of eye-injuries among children.. 


Vinod Kumar 


* 


Abstract 


A retrospective analysis of eye-injuries among children is described. 
School-going children were found more prone to ocular traumatism. 
Boys accounted for 70.6296 of total eye-injuries whereas girls for 
20.38%. The most common injury was contusion of eye-ball followed 
by non-perforating injuries of cornea and conjunctiva. Thecommonest 


mode of injury was from blow. 
Introduction: 


The adage ‘Prevention is better than cure’ 
applies more ` aptly in the case of ocular 
traumatism. The loss of visual function due to 
trauma to еуе or its adnexa is a great tragedy. 
This problem acquires more significance in 
cases of children as any eye-injury may lead 
to blindness and the child may remain invalid 

for the rest of his life. 


In most of instances ocular traumatism is 
a preventable calamity. Better preventive 
measures can greatly reduce ocular morbidity 
and mortality due to trauma. 


~ 


A retrospective analysis of eye-injury cases 
to study the structure of ocular traumatism 
among children of Namrup (a peripheral in- 
dustrial town of Upper Assam) was done with 
the aim to work out appropriate preventive 
measures to reduce the existing prevalence of 
traumatism and to organise accordingly the 
needed ophthalmic assistance. 





Dr. Vinod Kumar, MD., (Moscow); M.S. (Ophthalmology) USSR 


Medical Officer (Opthalmology) 
HFC Hospital, Namrup, 
P.O. Parbatpur - 786 623 
Dist. Dibrugarh, Assam. 


Specially contributed to “The Antiseptic” 
Vol. 87 (5); P (245-248) 





Methods and Material: | 


All paediatric cases with eye-injury who 
attended the Eye Clinic of HFC Hospital with ` 
in the period of three years(1.1.1986 to 
31.12.1988) were included. 


Following methods were used in the diag- 
nosis of ocular trauma: 


-А detailed case history emphasizing the fol- 
lowing points: the time of injury, place and - 
circumstances of injury, nature of injury caus- 
ing agent, and any first aid given etc. 


- Vision testing(Snellens Chart); { 

-Diffuse light examination using binocular 
magnifying loup; 

-Fluorescein staining of cornea to rule out 
corneal micro-trauma. 


- Intra-ocular pressure (Schiotz Tonometer) 


- Direct and indirect ophthalmoscopy. Indirect 
ophthalmoscopy was done under mydriasis 
using binocular indirect opthlmoscope. Both 
the eyes were ophthalmoscoped. Pupils were 
dilated with short-acting mydriatcs(Cve- 
lopentolate 1% and Phenylepherine 10%), 


All changes in ocular tissues and refraetive 
medias and fundus were properly recorded in 
a special chart for further reference and for 
evalution of treatment progress: * 


Cases with micro-traumas and npn-per- 
forating injuries were treated as OPD cases. 
Patients with severe contusion and perforating 
injuries of eye-ball were admitted in the hospi- 
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tal. Cases with retained foreign bodies p 
proper first-aid were referred to higher institu- ` 


No specific pattern in the seasonal distribu- 
tion of cases is noted(Diagram No-1). 


tions for more qualified treatment as early as 
possible. 


Observation: 


Total 597 cases with eye- injuries were at- 
tended. Out of these there were 82.91% male 
and 17.09% female patients. Distribution of 
cases according to age and sex is shown in 
table No-1. As can be seen maximum number 
of cases are in the age group 0-15 years(177 
cases, 29.6596) followed by age-group 21-30 
years(144 cases, 24.12%). In table No-2, dis- 
tribution of eye-injuries in children according 
to age and sex is represented. Boys constituted 

` 70.62% whereas girls accounted for 29.38% 
cases. The ratio of boys to girls is 2.4:1 
School-going children (Age-group 5-14 years) 
are more prone to eye-injuries(79.66%), 
There is a sharp decline in number of cases 





Dingras Howls Distribution of all ayo-injury cases according to 
ngo mi cox; 


after the age of 14 yrs. 
Table 1 
п Distribution of Eye-trauma cases according to age and sex 
Age in years 0-15 16-20 21-30 31-40 41-50 51-0 — 61&above Total % 
D i ұйасшы MT. аршы M Or S A MUR 
Sex 
Male 125 38 125 95 89 15 8 495 82.91 
Female 52 9 19 15 1 1 5 102 17.09 
Total 177 47 144 110 90 16 13 597 100.00 
(29.65%) (7.87%) (24.12%) (18.43%) (15.07%) (2.68%) (2.18%) (10.00%) > 


Rt M SEA Dette НАИСА хын ағамын АННАН. TRS RE тасасында, г др 
Table П 


Distribution of children having eye-injuries according to age and sex (125 boys and 52 girls.) 


Age in years 1 2 3 4 5 6 7 8 9-1 12 2955 21S Total % 

A Et cun d VIA E E 

Sex . 

Boys 3.9 4 5$ 0 6 9 1 19 Wu T 2-45 Е 
Girls y 1*4 4 ^65 $ 852 ЗЕ HET ЕЕ ОЗЕК 
Tabl 4 7 се 8 5 u D Hu тулар жар INE 


MAY '90 


Table No-3 and 4 show number types of ' L. 


injuries and incidence of various causes of in- 
jury respectively. Contusion of eye globe ac- 
counted for maximum number of cases(60; 
20.3496) followed by non-perforating injuries 
of cornea(36; 20.34%) and conjunctival in- 
juries(29; 16.38%). Perforating injuries were 
noted in only 3.39% cases. 


Table III 
Number of various types of injuries 
S.No. Name of injury Number of % 

Cases 22 

Қ Perforated Globe 6 3,39% 
2. Contusion of the Globe 60 33.90% 

3. Lid-injury and contusion l4 7.91% 
4. Lid-injuries 16 9,04% 
5. Conjunctival injuries 29 16.38% 
6. Corneal injuries 36 20.34% 
7. | Burns 8 4.52% 
8. Chemical Burns 8 4.52% 
Total 177 100.0096 


Discussion: 


Incidence of eye-injuries among children 
as reported by various authors varies from 21% 
to 32.5096 of all ocular trauma cases. In this 
study the incidence is 29.65% which falls in 
the above mentioned range. 


Highgr incidence of eye-injuries had been 
reported in the age-group 16-30! years. In 
«this study the child age-group accounted for 
the highest number of cases. Boys have been 
found more prone to injuries than girls’. 
The same has been supported in this study 
also. The ratio is 2.4 : 1.0. Kovalevsky et al? 
have reported incidence of eye-injuries in boys 
and girls of Moscow in 55% and 45% cases 
respectively. 


Most of the injuries took place in school- 
going children Avetisov et al* have reported 
that 7096 injuries and burns and 2576 of con- 
tusion injuries occur in these children. In this 
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Table IV 
Incidence of various causes of injury 

Name of the injury \ No.ofcases | 96 
À. Injury from thrown objects 19 10.74% 

1. Cricket ball 16 

2. Stones 3 
B. Injuries froma blow 70 

1. Sticks e 4 

2. Knief 39.5 

3. Pen,pencil 3 

4. Wires 2 

5. Fist, nails, during fight or paly 56 

6. Others 4 ЕЧ 
C. Injuries from foreign bodies 

entering the eye 35 19.78% 

1. Glass 2 

2. Mosquitos 5 

3. Wodden Particles/bamboo 

sticks, leaves etc. 13 

4. Coalparticles/sand particles 15 
D. Thermalinjuries 8 4.52% 
1. Firecrackers 4 

2. Hotwater/oil 3 

= Fire 1 
D. Chemfcal injuries 8 4,52% 

1. Alkalies 1- 4 

2. Acids 

3. Spiritburn 1 

4. Other(shampoo, 

Eau-de-cologne, phenyl etc.,) 6 

F. Injuries from falling (Road 

accidents, Falls etc.) 26 14.68% 
G. Injuries by animals-leech bite 1 0.56% 
Н. Cause unknown 10 5.65% 


ee tm 


Total 


NENNEN NEN ae 


study the incidence of injuries among these 
children ıs even more 80%. . 


Kovalevsky? ` had observed that 
maximum number of injuries Óccured in the 
months of March-April and June-Sept. Ac- 
cording him, this is because of inereasein phys- 


eical activities of children with the onset of 
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spring after a long, cold winter during summer i 


vacations when they are busy in playing and 
other out-door activities. In this report no such 
correlation of incidence of injuries with -sea- 
sonal changes have been noticed (Diagram 
No 2). 


Wumbor of oPocinsury cases, 
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Time-period in months 


Diagram No-4: Seasonal distribution of eye-injury cases 
among children, 


The result of this report regarding contu- 
sion of eye-globe, non-perforating injuries and 
perforating injuries are comparable to that of 
Avertisov et alf and Holland‘. 


The commonest mode of injury in this re- 
port and thatof Holland(6) is from blow. In 
the presented study there are thirteen cases of 
injury due to bamboo-sticks. These sticks are 
commonly used in this region as construction 
material for building houses fences and other 
house-hold items, hence the injuries. They 
are mainly due to parents' negligence. 


Out of thermal injuries there were 4 cases 
of burn due to fire-crackers. Carelessness dur- 
ing the use of fire-crackers was the main reason 
behind these injuries. 


An interesting and rare case of eye-injury 
due to leech-bite has been observed. The case 
has been reported elsewhere 


Conclusions: 


The following can be concluded from the 
above: 


— Most of the trauma cases in children are of 
preventive nature. 


-Most of the trauma cases in children occur 
as a result of negligence by parents. 


-The number of trauma cases in children can 
be reduced significantly by mass educating 
the parents and teachers regarding ocular 
hygiene with emphasis on traumatism. 
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Preventing Legionnaire 


Harry Cole. 


In 1976 a new form a pneumonia was iden- 
tified in the United States. It was caused by a 
previously unknown bacillus that became 
known as Legionella pneumophilia. 


The name of the disease and its bacterium 
came about following an outbreak among а 
group of war veterans who belonged to an as- 
sociation known as the American Legion. It 
Occurred during a state convention of the 
legionnaries at a hotel in Philadelphia - 182 of 
those attending contracted the disease and 29 
of them died. 


Medical detective work by the United 
States Centre for Disease Control in Atlanta, 
Georgia, painstakingly pieced together clues 
and, with superb laboratory work, discovered 
that the organism that caused the disease had 
* many very unusual properties. It was quite un- 
like any bacterium previously encountered. 

The investigators established that the 
Legionella pneumophilia grew very slowly and 
demanded a highly enriched, moist culture 
medium that possessed an acidity which op- 
timised at pH values in the narrow band 6.9 
to 7.0. They further found that the bacterium 
could survive for up to a year in ordinary tap 
water. 

The success of this work led to the re- 
examination of stored tissue and serum sam- 
ples collected from much earlier work involv- 
ing investigations of mysterious outbreaks of 
unknown forms of pneumonia-like illness. 
They had ooccurred in such widely separated 
places as Washington DC and Michigan in the 
United States, Benidorm in Spain, and Nottin- 
zham in England. To the investigators’ as- 
tonishment, these earlier outbreaks were 
found to be episodes of the newly identified 
Legionella disease. In 1984, 151 cases of the 
disegse were reported in England. 


Harry Cole, CEng., MIEE 
Specialist writer on engineering subjects. 
Courtesy: Technical feature үр), 87 (5); Р (249-251) 
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s disease 


The Legionella bacterium is widely distri- 
buted in nature and is commonly found in sur- 
face water and soil. Standing water and muddy 
sludge in water storage tanks, shower sprays, 
sumps and so on, provide an ideal environment 
for primary multiplication of the bacteria. The 
most likely way in which the disease is acquired 
is by means of inhalation of minute droplets 
of contaminated water. The incubation period 
ranges from about two to ten days. There is no 
evidence of the disease being passed from опе ; 
person to another. 


Remedial treatment of infected water sys- 
tems involves thorough cleaning of the water 
containment taps, sumps, pipework and so 
on; chlorination or heating of the water itself; 
or a combination of all three methods. 


Pasteurisation 


Research has revealed that Legionella 
bacteria “ШЇ survive, but remain dormant, in 
water at.temperatures up to about 20°C. Bet- 
ween 20°C and 45°C the bacteria will multiply, 
with maximum multiplication occurring at a 
level close to that of the human body (26.9°С). 


If the bacteria-infested water temperature 
is held at 50°C for two hours, 90% of the bac- 
teria will be killed. If the temperature is raised 
to 60°C then, again, 90% will be killed, but 
this time in only two minutes. Finally, if the 
water temperature is raised to 70°C then all of 
the bacteria will die immediately. 


The process of ‘killing Legionella bacteria 
by raising the temperature of the infected 
water to 70°C is known as pasteurisation. It is 
highly effective, not only in the destruction of 
Legionella themselves but of óthér health en- 
dangering bacteria. 

. @ 
„ it must be stressed, however, that the pro- 
cess of pasteurisation does not result in totally 
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sterile water. Only raising its temperature to 
boiling point would achieve that. 


During 1987 a seminar was arranged by the 
Wessex Regional Health Authority (RHA), 
of southwest England, which eventually 
* brought together microbiologists, engineers 
and others who had played a leading part in 
the British Government's investigations into 
* outbreaks of the Legionella disease in the Un- 
ited Kingdom. The seminar was one of the 
first platforms for the presentation of results 
of studies into the critical temperatures for the 
bacteria's Шесусіе and emphasised the hazards 
associated with domestic hot water systems. 


Ideas were discussed regarding the possibil- 
ity of ensuring that all water entering and cir- 
culating in domestic hot water system was 
raised to a pasteurising temperature and then 
brought back to a suitable temperature for use. 
Such an arrangement would have a significant 
effect on the tens of thousands of systems that 
are known to De at risk, as well as on the design 
of new installations. 


Laboratory Prototype 
The Wessex RHA and the Beaumont (UK)? 
company subsequently decided to enter into 





a joint development study of such a system 
that would first be tested bacteriologically in 
Beaumont's laboratories before being installed 
in St Paul's Hospital, Winchester, where its 
performance could be more fully tested. 


The local Public Health Laboratory Service 
(PHLS) was commissioned to supervise the 
tests and to analyse the water and prepare a 
report. 


The laboratory prototype, identical to that 
eventually installed at St Paul's Hospital, was 
constructed in Beaumont's own workshops . 
and comprised a 1000 litres pasteuriser, two 
water heaters, one plate-type heat exchanger, 
one blending valve, one 500-litres cold water 
storage tank and 260 metres of 40 mm diameter 
secondary circuit. 


Before the tests were started, 3.5 kg of iron 
oxides (iron rust), plus 4 kg of lime scale and 
general debris removed from another system, 
were injected into the new system and dis- 
persed by powered circulation. The system was 
then inoculated on 12 separate occasions with 
live Legionella bacteria and the effectiveness 
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of pasteurisation was determined at operating 


temperatures of 70°C, 65°C, 60°C апа 55°C. . 


The tests showed that the Legionella bac- 
teria were totally destroyed within three to 
four minutes at each of these temperatures. 
Water samples were taken for analysis by the 
Public Health Laboratory Service at Oxford, 
west of London. Three samples were taken 
every 14 days over a period of three months. 


No Legionella bacteria were found and the 
St Paul’s Hospital installation was therefore 
considered to be a total success. A bonus was 
that the installation of the Beaumont pasteuri- 
sation system actually reduced the hot water 
bill for the hospital by an astonishing 40%. 


Heat Recycled 


A novel feature of the Beaumont system 
is its low energy consumption, as evidenced by 
the hospital installation. To pasteurise effec- 
tively, the water temperature is first raised 
` quickly to 70°C, held there for a given period 
of time and then, just as quickly, reduced to 
its original level. However, instead of rejecting 
the heat extracted during the temperature re- 
duction stage, the Beaumont system uses this 
to supplement that required to raise the temp- 
erature of the next volume of water coming 
from the system. 


This is the function of the plate heat ex- 
changer and its presence is extremely effective 
in reducing the overall energy consumption 
required for pasteurisation. 


To carry out tests on a water cooling tower 
system a simulated assembly was constructed 
at the Beaumont workshop. The assembly 
comprised a large storage tank to represent 
the water pool at the bases of a cooling tower, 
a pasteurising cylinder and water heater, a cir- 
culating system, and a spray unit and tower. 


The tests involved an injection of 2 litres 
of bacteria-infected liquor and, to provide an 
ideal growth environment, the water in the 
storage tank was held at 35°C. Pasteurisation 
was conducted at 70°C. 
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Exhaustive Tests 


The tests proved to be completely success- 
ful and led to a further series of tests in an 
actual cooling tower installation at the United 
Kingdom Atomic Energy Authority's laborat- 
огу?) at Harwell, north of London. 


The tests at Harwell were conducted over 
six weeks during which water samples were 
taken from the system and examined by a team 


_of scientists from the Public Health Laboratory 


at the John Radcliffe Hospital in Oxford. 
Water samples were taken at twice-weekly in- 
tervals for the first two weeks and at weekly 


intervals thereafter. 
e 


The tests involved the injection of 
pseudomonas bacteria to simulate a heavy in- 
fection of Legionella pneumophilia. Once 
again, the tests.demonstrated that the Beaum- 
ont pasteurising system was 100% effective 
and economical to use. 


The exhaustive tests carried out on the 
Beaumont system have shown that it is suitable 
for both domestic hot water and air-condition- 
ing water cooling towers, for swimming pools, 
shower, 6014 water storage tanks and for the 
cleansing of water used in food produetion. 


Whereas the effectiveness of biocides di- 
minishes with time, pasteurisation is a continu- 
ous process.(18D989/DG) 
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100%, SAFE 
100%, EFFECTIVE ABORTIFACIENT 


ә 
Widely accepted safe and sure method 
of M. T. P. 





Dilates cervix automatically, expels 
product of conception without compli- 
cations within 6-24 hours. 





PRESENTATION AND PRICE 

1 Packet of 10 N. T. T. Rs. 40-00 
12 Packets of N. T. T. Rs. 450-00 
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Tents. 

O Complete cervical dilatation within 
6 hours. 

O Causes no scratches on cervical 
tissues. 
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PRESENTATION AND PRICE 

ll 1 Packet of 10 C. T. T. Rs. 50-00 

...12 Packets of C. T. T. Rs. 550-00 
Taxes and other charges extra. 


Clinical Trial Reports are available on 
request. ә 


SUPPLY OF МТТ. & CT.T. 
For your requirement ask your chemist 
or order directly. Even small trial 
orders supplied per V.P.P. 
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Why not do the Blood Glucose 
Test yourselves 


INSTANTLY * ACCURATELY * EASILY 
BY USING ELECTRONIC 


EMCO GLUCOTEST METER 


(Collaborator: Medistron Ltd., U.K.) 





Simple; light (190 gms); 
consistent accurate instant 
results. Works with both 
Dextrostix or BM20-800 ` 
locally available test strips 
and Indian battery. 1 year 
warranty. 


A must for all Doctors, 
Suregeons, and Hospitals 


For particulars, please 
contact manufacturers 


Emco Hi-Tech 
Devices Pvt. Ltd. 


106, Industrial Area, Sion, 
Bombay 400 022. 
Phone: 482929 476371. 





LABORATORY EQUIPMENTS 


* Spectronic 20 B & L * Electronic Digital 
U.S.A. Blood Pressure & Pulse 
meter 

* Slide Projector 

* Haemometer 

* Haemocytometer 

* Counting Chamber 

* Centrifuge Machine * RBC/WBC Pipette 

* Autoclave/Sterilizer * Blood Cell Counter 

* Glucose Colorimeter * Baby W. Balance 

* Premature Baby 
Incubator 

* Hot Plate, Water Bath 
Oven, Incubator etc., 

* Deioniser * * X-ray Viewing Box 

* Analytical Balances * Stop Watch /Timer 

Contact: 2 8110973 


LAB-INSTRUMENTS 
78-A, Jagannath S.Seth Road, 
'Ratnadeep' 1st Floor, 

(Near Roxy, Opera House), 
Bombay - 400 004. 


* Erma Colorimeter 
* Microscopes 

* pH Meter-Digital 

* Conductivity Meter 


* Pyrogen Testing 


* Top Syringes 
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M2-TONE P SYRUP 


restores the natural balance between 
the endocrines, emotions „С. 
and nutrition S 















e Delayed puberty 
e Irregular Cycles 
* 
® 








Habitual Abortions EX 
Menopausal disturbances 4 аў 


Dosage: 2-3 teaspoonful 
thrice daily. 

Presentation: Bottles of 
200 ml. & 400 ml. 






-FAS Charak 
i ip! Pharmaceuticals 


(India) Ltd. 
Bombay-400 011. 









E 
е The choice antimicrobial i e Preventive treatment for 
in Upper Respiratory Traveller's Diarrhóea 





Tract infections 


e 100% success 


@ High cure rates rates in venereal 





in Gonococcal diseases: 
and non- Gonorrhoea, 
gonococcal Syphilis 
urethritis 
(Doxycycline НСІ) 
The Purest One The Superior One 





For further information write to: aih 
U. S. VITAMIN (INDIA) LTD. е 
Poonam Chambers 'B' Wing, Bombay 400 018. 
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FURADANTIN' 


Kills most uropathogens at the least cost 


Cotrimoxazole 
Amoxycillin 
Sulphonamides 


Cephradine y UTERE I 


t Evans, C.M. et ai (1980): A controlied trial of 
different treatment regimens in patients with 
Urinary Tract Infections after Lower Urinary Tract 
Surgery; Curr. Med. Res. and Opin. — 


Summary of Prescribing Information 
Formule: 'Furadanin' 50 mg/100 mg - cach tablet contains Further information is available on rggiest : 
P B. No. 2, Bangalore - 560 049. 
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OccAuonelhy Contretndicettons : ch gie 
impaired renal function and in infants under опе month. Licensed user of Regd Trade Mark 
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ACADEMIC PUBLISHERS 
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THE ANTISEPTIC MAY 1990 A43 


ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available for 
ready supply to medical profession in India in phials of 10 ml. packings. 
The Vaccine is: 


e Broad Spectrum ө Slow Desentising agent e Most Effective in: 
(1) Astham (2) Bronchitis 


Price: (1) Fast Acting Type: Rs. 195/- per phial 
(2) Retard Acting Type: Rs. 590/- per phial 


Kindly send full money in advance by DD/MO. For Consultation/Training Contact. Dr. Khanna, MD, DM. 


MEMBERSHIP/FELLOWSHIP CERTIFICATIONS 
in (i) TROPICAL CARDIOLOGY and (i) TROPICAL PULMONOLOGY 


“ 


Fee Schedule: 
Membership (MCCP) : Rs. 350/- Fellowship (FCCP) : Rs. 600/- Life Fellowship : Rs. 1000/- 
Life Memebership: Rs. 750/-; Membership for Institutions: Rs. 750/- 

Renewal fee: Rs. 25/- per year 


Selection criteria: MBBS/MD and to submit a dessertation on an assigned subject. 
INSTITUTION OF TEACHING 
ACCP's teaching institute is attached to 750 beded Lukman Hospital under construction meant for training in: 
(i) RESPIRATORY DISEASES (ii) DE-ADDICTION-CUM-PSYCHOLOGICAL PROBLEMS 
For details contact 
Secretary General 
College of Chest Physicians 
Р.О. Box. 6551, B-9 Tagore Garden, New Delhi - 110 027 
Fax: 5411782; Telex: 31-66309; Cable: ‘ASTHMA’ 
Phones: 502204; 5415658; 5415379 


BUTACETAMOL TABLETS THIODRIPAM TABLETS 
Neomycine Cream В.Р.С. 10 Gm. Уй. D3:100 w. j 


Neomycine Cream B.P.C. 10 Gm. Vit. D3:100 IU. ; 


ІХ ALAMIN-SE & ALAMIN-SN 


THE PEERLESS PAIR OF NUTRITIVE INFUSION SOLUTIONS 
OF PURE L-FORM CRYSTALLINE AMINO ACIDS 


ALDEZOL IV 100 


METRONIDAZOLE 5 mg/ml 
& A WIDE RANGE OF EXCEPTIONAL QUALITY 


INFUSION SOLUTIONS 


AVAILABLE ІМ PLASTIC CONTAINERS AND GLASS BOTTLES. 


GAMMA RAY IRRADIATED ADIV SETS М | 


A RANGE OF QUALITY INFUSION ADMINISTRATION SETS 
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Care of the Medical Patient 
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Modified Charles operation for elephantiasis of 


the lower limb: 
Divakar Shenoy H. 


Abstract 


10 cases of lower limb elephantiasis due to filarial disease were treated 
by modified Charles operation. The modification was that the deep 
fascia was retained. Importance was laid for the pre-operative medical 
treatment and post-operative care. Emphasis was made Оп the impor- 
tance of giving diethyl carbamazine (D.E.C.) antibiotics, diuretics and 
elevation of leg with crepe bandaging before & after surgery. 


Key words: Chronic lymphoedema, elephatiasis, Filariasis, Charles ор- . 
eration, modified Charles operation. 


Introduction: 


Innumerable surgical procedures have 
been tried and practiced for the management 
of chronic lymphoedema. Hardely described 
in 1908 the by-pass operation of ro^ m lym- 
\ phangioplasty with silk threads. Mohan Rao 
(1950) used sheaves of nylon threads in place 
of silk. Gielis & Fraser (1935) attempted to 
by pass, the central obstruction by along pedi- 
cled strip of healthy lymphatic bearing skin 
and subcutaneous tissue cut out of, the upper 
extremity, implanting it into a bed of raw sur- 
face extending from the lower limb to the 
flank. Charles (1912) described a method of 
total excision of skin and subcutaneous tissue 
extending from the healthy tissue above down 
to and including the dorsum of foot and skin 
grafting of the resulting raw surface.’ Lanz 
(1911) made long incisions to reach the perios- 
teum of the bone, Kandoleon (1912)* Sistrunk 
(1927) Ghormley and Overton(1935)^ have de- 
scnbed various modified versions of Charles 
with varying results. 


Dr. Divakar Shenoy H., M.S., 


Associate Prof. & Head Surgical Unit VII, 
Kasthurba Medical College Hospital, Manipal - 576 119. 


Specially contributed to “The Antiseptic” 
Vol. 87 (5); P (252-255) 


Mc Idole (1950) described dermoto-fibrolipec- 
tomy. Lymph nodo venous shunt was de- 
scribed by  Neilobowiez (1968) Lymph 
nodocapsulo venous shunt was practiced by 
Cloudius (1977) Kinmonth has described 
omental transposition to limbs in treating lym- 
phoedema, and also use of isolated segment 
of iteam for absorption of lymph. 


; 
Meterials and methods: Е 


Ten cases of chronic lymphodema of the 
lower extremity due to filariasis were treated 
by this modified Charles operation. All were * 
between the ages of 35 and 50. Three were 
females and seven were male. 


Pre-operative preparation: 


Where the patients are seen in the out pa- 
tient department, they are given a full descrip- 
tion of the operatjon, the possible complica- 
tion, the chances of recurrence and the cosme- 
tic appearance after operation. If they are con- 
vinced and agreeing for the surgery then the 
following medical treatment is given for 15 
days to 3 weeks depending on the size of the 
lymphoedema. 2 54 
f. Diethyl carbamazine 100 mg three times 

daily after food. 
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de 20 mg (!^ tab) on alternate 


day’ with potassium chloride syrup 2 tsf 


twice daily. 
3. Broad spectrum antibiotic. 
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mitted to the hospital. After admission, the 
operation is done on the 4th or 5th day. The 
part is daily washed with antiseptic solution 
and. kept dry, crepe bandaged and elevated. 


Operative management: 


Operation is done under G/A or spinal 
anaesthesia. Plenty of blood and fluid is kept 
ready. Tournique is of great help. Incision is 
placed depending upon the site of lym- 
phoedema and whefher the skin of that site is 
involved or not. If the skin is healthy then the 
full thickness skin is spared. Wherever the skin 
is diseased total excision is carried out. The 
skin (if diseased), sub cutaneous tissue and all- 
the oedematous and fibrosed tissue is excited” 
sparing the deep fascia. Wherever oedematous 
tissue is found deeper to deep fascia, a vertical 
incision is placed over it. The tissue is excised 
and incision closed. If the skin is involved 
through out then the entire skin is removed. 
Circumferential incision is not placed as it gives 
rise to a bad cosmetic result. 


If healthy skin is included into excision then 
split skin grafts (S.S.G.) were taken from this 
part. Complete haemostasis is secured. Split 
skin grafts were taken from the thiglf'of same , 
side opposite side and kept in normal saline. 
These spilt skin grafts were applied over the 
raw areas. Edges are sutured. Anchoring, 
stiches are put. Sofra tulle gauze or vaseline 
guaze were placed over the grafted area. One 
layed of gauze were kept and the anchoring 
threads are tied over this dressing. Over this 
plenty of gauze & cotton pads are placed. A 
P.O.P posterior slab is applied and a firm light 
bandage is given. ў 


Post-operative Management: 


The dressing is changed on the 5th post 
operative day unless there is infection. Then 
the dressing is changed daily or alternate days 
depending on whether the grafted area is clean 
or not. The patient is allowed ambulation after 

The patient is admitted to the hospital after 7 days and discharged on 15th fo 20 days. 
this treatment for 15 or 21 days. If the patient "Elasto crepe bandage & elevation of foot were 
is unable to get this done at home then is ad- continued with antibiotics. 





6. Ulcers if any are cleaned & dressed. 
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Observation: 


Out of.10 patients 3 had infection and rejec- 
tion of grafts in some areas and required a skin 
grafting again. The sparing of deep fascia gave 
a better cosmetic and functional result. Pa- 
tients did not find difficulty in walking by 7 
days. Most of the patients (70%) were dis- 
charged by 15 days. Only those who had to 
undergo one more skin grafting had to stay 
for few more days. 


Conclusion: 


Sparing the deep fascia in Charles opera- 
tion seems to give better cosmetic and func- 
tionabresult. As most of our patients are com- 
ing very late for treatment with fibrosis, ulcer- 
ation & pachyderm like skin, lympho venous 
shunts or other methods of alternative lympha- 
tic drainage procedures are not feasible. Prob- 
ably some kind of excisional surgery is the only 
hope and in this we found the modified Charles 
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operation of preserving deep fascia has yielded 
better results. 
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Prostaglandins and Lung diseases 


Prostaglandins are ubiquitous intracellalur 
substances formed from fatty acids. The satu- 
rated fatty acid arachiotonic acid yields pros- 
taglandins of series 2; the unsaturated fatty 
acids linolenic acid and eicosapentanoic acids 
forms prostaglandins of series 1 and 3. 
Arachidonic acid is contained in the phos- 
pholipids of cell membranes; while the un- 
saturated acids like eicosapentanoic acid is 
found in dietary oils eg. fish oil. Prostaglandins 
are synthesised in many tissues, the lung paren- 
chyma being a major source. The fatty acids 
are converted into cyclic endoperoxides by the 
enzyme cyclo-oxygenase. From the cyclic еп- 
doperoxides, different prostaglandins are de- 
rived. 


PGE2 causes bronchodilatation in both 
normal and in asthmatic subjects, though there 
is an initial bronchoconstriction and an irrita- 
tion resulting in cough. Both PGE2 and PGF2 
decerase bronchial reactivity to inhaled his- 
tamine and methacholine. Aspirin and in- 
domethacin inhibit the cyclo-oxygenase en- 
zyme and thereby inhibit prostaglandin synth- 
esis. Such inhibition does not affect the major- 
ity of asthmatics but, about 1% of asthmatics 
improve while about 4% worsen after inges- 
tion of the drugs. In those who improve, inhibi- 
tion of brachoconstrictor prostaglandins and 
thrombaxanes involved in the regulation of 
bronchomotor tone may result in greater 
synthesis of bronchodilator prostaglandins; 
also, the reduction in prostaglandins induced 
inflammation improves airway caliber. In 
those who worsen dur to unexplained mecha- 
nisms, synthesis of bronchodilator PG’s 
may be inhibited. 


When subject with aspirin-induced asthma 
are given a single dose of aspirin, the deterio- 
ration lasts a few hours. There is then a refrac- 
tory period of 2-5 days during which a second 
dose of aspirin will not induce bron- 
choconstriction but yet may induce after the 
refractory period is over. Repeated daily doses 


of aspirin results in tolerance with no further 


bronchoconstriction. Sodium cromoglycate in- 
hibits the aspirin-induced deterioration, 
suggesting a role for mast cells in this process. 
The clinical features of asthmatics who im- 
prove or worsen with aspirin are indistinguish- 
able. In those who are aspirin-sensitive, nasal 
polyps are more frequent. 


The bronchoconstriction response to in- 
haled antigen, delivered as a ne bulised solu- 
tion of antigen with proven positive reaction 
on skin prick test is divided into an early as- 
thmatic response, which occurs in the.first 20 
minutes after the challenge and the Tate as- 
thmatic response, occuring 3-24 hours later. 
The later may be a model for chronic asthma. 


Thromboxane A2 and prostaglandins have 
been implicated in the development of pulm- 
nary arterial hypertension. Corticosteroids 
which inhibit arachidonic acid mobiliation 
are of some benefit in adult respiratory dist- 
ress syndrome (ARDS). Terbutaline and 
femoterol beta 2 agonists have been shown to 
decrease the protein leak in ARDS PGI2 
infusion has recently been used with success in 
the treatment of primary pulmonary hyperten- 
sion. PG’s are also involved in the continuing 
patency of the ductus arteriosus after birth 
in premature infants, since indomethacin 
causes a significant increase in duct closure. 


(Dr. N.H. Hariharasubramanian MD. Ph.D.) 
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Dr. Durga Padaray, Calcutta-91. 


Q. Kindly enlighten me about the line of treat- 
ment of: 


1. Toxic Neuritis due to adulterated 


a. Rapseed or b. Mustard oil  Consump 


tion 


2. Diabetic Neuropathy including autonomic 
rfervous system involvement. 
* o 
A. Treatment of toxic neuritis due to adulter- 
ated Rapseed oil, and Mustard oil: 


The poisoning due to the adulterated oils, 
above noted, happened as a recent epidemic 
at Calcutta during the year 1988. The pathologi- 
cal effects are due to the toxin in the oil (con- 
taminated), of the nature of Organophosphor- 
ous compounds. 


The symptoms appeared within 4 to 6 pours 
of consumption of the oil, initially starting as 
severe pain in the calf muscle, follawed by 

Reet weakness of distal and proximal 
muscles, of fairly severe nature. The wasting 
started within a period of 6 to 10 days. The 
* exact specific treatment is nil at present, except 
for symptomatic management with neuro- 
tropic vitamins, physiotherapy and analgesics. 
The lesions are due to toxic neuropathy, with 
axonal degeneration, of peripheral nerves. 


Management of diabetic neuropathy including 
autonomic nervous system involvement. 


The mainstay of management of diabetic 
neuropathy is by establishing normal blood 
sugar, during a fait period in a day, without 
much of fluctuations. Blood sugar control 
should be obtained by switching over to insu- 
lin, from oral hypoglycemic agents. Except for 
patients ‘with poor nutrition, vitamin 
supplementation has no proven value, in the* 
management. 


For the pain neuropathies, most simple 
analgesics are ineffective. Dilantin 100 mg 
daily or Carbamezapine 200 to 600 mg per day, 
depending on the patients may be tried. The 
shooting and stabbing pain responds to this 
treatment but deep, constant aching pain has 
poor response to these agents. Antidepres- 
sants also have some value. Diabetic motor 
neuropathy recovers satisfactorily after a 
period of good sustained blood sugar control 
with insulin. 


Management of Diabetic Autonomic 


Neuropathy: 


Diabetic Autonomic Neuropathy (DAN), 
is usually resistant to treatment. Sustained eug- 
lycemia, will definitely improve the situations. 


(1). Diabetic cystopathy: (DC) 


DC can be managed using an indwelling 
catheter for 10 days continuously with approp- 
riate antibiotics to prevent infection. The 
should be trained to void urine every 3 hours, 
by clamping the catheter, aided by manual 
compression of suprapubic area (Crede’s man- 
uouvre), with parasympathomimetic drug eg. 
Bethnecol 40 to 60 mg orally, or prostigmine 
5 to 10 mg bd or tid. 


(2). Sexual dysfunction: 


Erectile impotence in a diabetic seldom im- 
proves in late stages, wherein there is total 
axonal destruction of the nerves. Anyhow, ac- 
companying psychogenic factors must be 
borne in mind, and ruled out by determining 
the penile tumescence, during REM sleep or 
early morning penile erection. Of late Yohim- 
bine has been tried with little success. 


(3). Sweating disturbances: (Diabetic anhyd- 
rosis) 
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Needs по specific management except соп- 
trol of diabetes and skin care, with creams. 


4. Circulatory and vasomotor disturbances: 


a. Postural hypotension, if the major problem, 
can be treated with oral fludrocortisope 0.1 
mg daily orally, or Desoxycorticosterone 
(DOCABOLIN), 10 mg weekly once. Pin- 
dolol, is effective in circulation derange- 
ment where there is a denervation super- 
sensitivity to nor-pinephrine and where beta 
agonist induced vaso-dilatation is prob- 
lematic. 


b. Clonidine a drug which is used for its 
hypotensive effect by its central action on 
the tactus solitarius is now used in oral dose 
of 0.04 mg b.d to prevent denervation 
supersensitivity of alpha induced vasodila- 
tation. 


5. Diabetic dysautonomia of the bowel re- 
sponds fairly well to cholinergic group 
of drugs, Diphenoxylate- 2.5 mg tid 
added with Chlordiazepoxide (LIBRIUM: 
ROCHE) 10 mg. bd and as when needed 
oral tetracycline of 250 to 500 mg of 
single dose per day for 4 to 6 days, of 
proven value in controlling the nocturnal 
diarrhoea of autonomic diabetic gastro- 
entaropathy. 


Of late. inositol and aldose reductase in- 
hibitors are being tried in and experimental 
way. As they have unpleasant side effects. the 
routine clinical use and their efficacy is yet to 
be proven. 


(Dr. M. Natarajan) 


* * * 
Dr. D.C. Das, 
Tulasipur 
Cuttack. 


Q. Sweetex for diabetes has a carcinogenic 
substance. Is it harmful for the diabetic 
patient to take often? 


A. Tumours in the bladder could be produced 
by giving 5% saccharin in the diet over 2 years 
(equivalent to 178 g daily for life in man). 
Subsequently in U.S.A., F.D.A. had recom- 
mended that adult intake of saccharin should 
be limited to 1 g daily. Daily intake should not 
exceed 1 g. Food safety policy concluded that 
saccharin was a carcinogen but one of 10% 
potency relative to other cancer - producing 
agents. Artificial sweeteners are weakly car- 
cinogenic when given alone, and enhanced 
when given with other carcinogens. Not ad- 
vised during pregnancy. 


(Dr.S. Vembar) 
* * * 
Dr. Irfan Bari Khan, 
Gonda - 271 001. 
U.P. 4 t 


Q. What is the treatment of Leukoderma? 


A. Leukoderma is an acquired "Secondary de- 
pigmentation“ of the skin which may com- 
monly be due to contact with chemicals and 
infection or following an inflammatory pro- 
cess. The treatment consists primarily of 
eliminating the precipitating factors for eg. av- 
oidance of contact with rubber (which contains 
monobenzylether of hydroquinone - a potent 
depigmenting agent), kumkum/turmeric etc. 
In cases of leukodrma following infections 
like yaws, pinta, syphilis and Hansen's disease, 
effective treatment of the primary disease pre- 
vents development of leukoderma and also to 
some extent reverses the already developed 
depigmentation. Those due to inflammation 
eg. post-zoster, burns etc, also, repigment 
spontaneously, though they take a longer time. 
However, to hasten the process of repigmen- 
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tation, phototherapy using diluted oil of ber- cover (entirely) the treatment of vitiligo which 


gamot may be tried. Use of Pantothenic acid һа to be differentiated from leukoderma. 
and B complex is known to produce some re- 


versible pigmentation. These however don't (Dr.S.Parimalam, 
Dr.Jayakar Thomas) 


* * * * * * 


Hormone replacement treatment [HAT] for men? Although the concentrations of total 

‘and free plasma testosterones are lower in men over the age of 70, the absolute levels 

* eare generally well within the normal range. There are, thus no grounds for HAT for men 

save when unequivocal hypogonadism has been diagnosed. Under these circumstances 

androgen replacement [provided that there are no contraindications such as prostatic 

carcinoma] will improve not only general well being but will also increase muscle and 

bone mass. Androgen treatment would not prevent the growth in the prostate which 

occurs i most adult ment in meddle life since this growth in androgen dependent. Treatment 

with luteinsing hormone releasing hormonew analogues which decrease testosterone 
secretion has not been effective in treating prostatic symptoms. 


* * * * * * 


Soon after World War Il cases were being reported of paresis and paralysis among 
workers using certain glues and varnished. These reports originated first in Japan and 
were followed by other from seteral countries. These reports led to a number of 
epidemiological studies which confirmed that there was an occuptional association bet- 
ween the use of certain glues and varnishes and the disease. 


At first it was difficult to link the paralysis to any definitive chemical but suspicion 
soon fell on n-hexane, which had been introduced on a large scale in certain industries. 
Intensive laboratory investigation soon established that n-hexane produced a peripheral 
neuropathy in animals similar to that found in human and some indications of the 
mechanism of the nerve demage has been obtained from the animal studies. Thus it is 
пош known that there is the formation of a tangle of 10nm id fores in the affected nerve 
which interference is seemingly due to a blockage of the cytoplasmic flou at the nodes 
of Ranvier. Laboratory studies have also identified the proximate metabolite responsible 
for the nerve lesion and in doing so demonstrated that a much less frequently used 
solvent methylbutyl ketone [MBH] is also responsible for nerve paralysis. 


Several epidemiologital studies have been carried out and most of them show some 
excess of individual with a slight impairment of mental faculties in certain occupational 
groups exposed to solvents, particularly in painters-hence the name “painters” syndrome. 


ФБ (Journal of ће Royal Society of Medicine Vol. 82 Rug 89) 
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Treatment of stroke 


Diagnosis of stroke: 


An accurate history and a careful examina- 
tion are paramount in the diagnosis of stroke. 
A neurological deficit of sudden onset in a 
patient who on clinical examination has signs 
compatible with a vascular lesion permits a 
confident diagnosis of stroke. In some cases, 
there may be an inadequate history (as in a 
patient who lives alone or who has impairment 
of consciousness). The differential diagnosis 
will then include other intracranial disease and 
the various causes of coma. 


Stroke may be a manifestation of an under- 
lying disorder-for example, common diseases 
such as diabetes or rarer conditions such as 
cranian arteritis and infective endocarditis. 
The clinical features will direct suspicions, but 
screening tests should be undertaken routinely 
in all cases. Chest radiography may also be 
required. These routine tests will also cover 
identifiable risk factors, whose correction may 
be of benefit in preventing recurrence. 


The differentiation of haemorrhage from 
infarct is under certain circumstances critical. 
It is impossible to do this clinically and the 
best way of determining the type of stroke is 
computed tomography within two weeks. 


The main indications for computed tomag- 
raphy: 


B Uncertain diagnosis of stroke 


= Current or contemplated anticoagulation or 
antiplatelet treatment, or both 


п Suspected cerebellar haematoma 

п Possible carotid endarterectomy 

п Suspected subarachnoid haemorrhage 
m Young patient 


Scanning can be undertaken as an outpatient 
investigation. There is a strong case for scan- 
LJ 


ning most patients who present with persump- 
tive stroke, excluding those in whome antip- 
latelet treatment is contraindicated. 


Lumbar puncture should be used only 
when meningitis is suspected or subarachnoid 
haemorrhage cannot be diagnosed by com- 
puted tomography. Isotope brain scanning is 
appropriate only when subdural haematome . 
has to be excluded and computéd tomography * 
is not available. Magnetic resonance imaging 
is a sensitive method of imaging the brain, but 
it has not yet been proved to be of great prac- 
tical value in strokes. The use of angiography 
in an ischaemic stroke is usually linked to the 
intention to carry out a carotid endarterectomy, 
but ultrasound scanning as a preliminary sc- 
reen will reduce this requirement. Echocar- 
diography should be carried out when there is 
a strong clinical suspicion of cardiac embolic 
stroke and anticoagulation or other specific 
treatme]t is seriously considered effective in 
the first few days after stroke. 


No treatment has conclusively been shown 
to be effective in limiting the neuronal damge 
associated with stroke. Small randomised trials ` 
have suggested that some drugs (notably 
glycerol, naftidrofuryl, and nifidipine) may 
be effective. There is insufficient evidepce to 
justify the use of these drugs outside large ran- 
domised trials. 


Neurosurgery may be indicated in a few 
patients for example, those with a cerebellar 
haematoma or *a haemorrhage due to 
aneurysm or arteriovenous malformation. A 
few strokes will be due "ап underlying dis- 
ease that should respond to treatment - for 
example. cranial arteritis,” myelomatosis, 
polycythaemia, tnrombocytopenia, or inrec- 
tive endocarditis. Care should Фе” taken to 
4void early complications of stroke, including 
chest infections and other causes of hypoxia, 
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venous thromboemboism, urinary infections 
and incontinence, dehydration, constipation, 
pressure sores, falls and injuries, painful shoul- 
der, and spasticity. 


Treatment to reduce recurrence: 
i 4 

There is strong scientific evidence that an- 
tiplatelet treatment for ischaemic strokes re- 
duces recurrence. Low doses of aspirin (150- 
300 mg daily), in the absence of computed 
tomógraphy to exclude intracerebral haemor- 
Мафе, may have a favourable ratio of benefit 
to risk. 


There is also evidence that reducing high 
blood pressure and high blood cholesterol con- 
centrations reduces the risks of subsequent 
vascular events. Nevertheless, it is important 
that hypotensive treatment should not be too 
vigorous or begin too early because of the risk 
of reducing the blood flow to the brain. 


Anticoagulation treatment is often used for 
ischaemic stroke associated with atrial,fibrilla- 

А tion, cardiac valve disease, myocardial infarc- 
tion with presumed mural thrombus, or carotid 
stenosis. Similarly, carotid endarterectomy is 
often performed for carotid artery disease, 
"with even less empirical support. Excessive 
consumption of alcohol should be reduced to 
facilitate the control of high blood pressure. 


Patients should be encouraged to stop smoking 
as this may reduce cerebro vascular events and 


will certainly reduce is chaemic cardiac events. 


Assessment and rehabilitation during the first 
six months: 


Multidisciplinary assessment should begin 
at once and rehabilitation as early as possible. 
In addition to precise definition of neurologi- 
cal deficit assessment should cover motor and 
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sensory function, swallowing, cognitive func- 
tion and mood, communication skills, and per- 
formance of activities of daily living. For carer 
as well as patient assessment should include 
general health, psychological and social prob- 
lems, the support network, housing, finance, 
employment, and leisure activities. 


Assessments according to agreed standards 
must be done at regular intervals, the exact 
interval being determined for each person. 
Certain principles should be applied through- 
out the rehabilitation of patients. These in- 
clude documenting impairments, disablities, 
and handicaps and when possible measuring 
them with simple valid scales; maximising in- 
dependence and minimising learned depen- 
dency; and taking account of the whole person 
and the environment. | 


Participants in the rehabilitation process in- 
clude nurses, physiotherapists, occupatiorral 
therapists, speech therapists, dietitians, 
chiropodists, social workers, psychologists, 
and doctors. They should work as a team. 


The main problems during rehabilitation 
need to be addressed. These include (a) misun- 
derstandings and rivalries among profession- 
als; (b) breakdown of communication among 
professionals, patients, and carers; (c) insuffi- 
cient appreciation of the impact of stroke on 
the patient's family; (d) ill prepared and some- 
times unplanned discharge home; (e) serious 
shortage of treatment; (f) long periods in which 
patients are unoccupies; (g) ill considered ad- 
mission to hospital; (h) failure to recognise 
and respond to mood disturbances; (i) delega- 
tion of care to inadequately trained medical 
staff; and (j) confusion caused by the participa- 
tion of too many people. 

(BMJ Vol 297 9 July 1988) 
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The tiny neonate, whether resulting from 
preterm delivery or intra—utérine growth re- 
tardation (IUGR), is disadvantaged. The 
IUGR baby, whether underweight or under- 
size for gestational age, faces many intra—and 
extra—uterine hazards. 


Firstly, there are the hazards associated 
with any particular underlying cause such as 
congenital anomaly, intra—uterine infection 
including rubella and syphilis, or the effects of 
noxious substances such as alcohol or drugs. 
Secondly, intra-utering starvation may prog- 
ress to hypoxia causing fetal distress or intra- 
uterine death. Finally, the growth retarded 
baby is prone to hypoglycaemia and hypothers- 
mia. While with intensive care and expert feed- 
ing many do survive, the road ahead to catch 
up with the appropriately grwon neonate is 
often a long and difficult one. 


While inadequate maternal energy intake 
is undoubtedly a factor in many cases, there 
is increasing evidence that poor implantation 
plays a significant role in retarding fetal 
growth. In normal pregnancy the invading en- 
dovascular trophoblast replaces the muscular 
and elastic tissue of the decidual spiral ar- 
terioles with fibrinoid material soon after im- 
plantation. A second invasive wave occurs be- 
tween 14 and 20 weeks, extending into the 
myometrial segments of the spiral arterioles 
and producing progressive distension in fun- 
nel—shaped channels which are unable to con- 
tract, thus ensuring adequate uteroplacental 
blood flow. 


There is evidence that in some cases of 
IUGR this second invasive wave does not 
occur; the spiral arterioles retain their contrac- 
tility and uteroplacental blood flow. may be 
reduced. Smoking and other stimuli which pro- 
duce vasoconstriction will aggravate this situa- 
tion. А similar, and sometimes more exten- 
sive, abnormal uteroplacental vascular pattern 
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is seen іп some cases of pregnancy hyperten- 
sion. 


The diagnosis of the small, growth—re- 
tarded fetus requires astute antenatal care and 
a high index of suspicion in patients at risk. 
Clinical assessment of growth may be aided 
by serial measurements of the symphysisfun- 
dus height. There is, however, considerable 
subjectivity and observer variation with this | 
method. Serial ultrasonography, where ap- 
propriate and available, provides accurate 
measurements of growth and is a reliable pre- 
dictor of the fetus which is small for gestational 
age (SGA). 


However, function is niore important than 
growth and can be assessed in various ways 
from unsophisticated, subjective fetal move- 
ment charts to antenatal cardiotocography or 
ultrasopic measurements of liquor volume and 
fetal activity. Doppler ultrasound can be 
utilised t measure umbilical blood flow but 
results must be viewed with some caution, 
since the reproducibility, reliability and signifi- 
cance of this method have not yet been clearly 
defined. Measurement of oestriol, human pla- 
cental lactogen and other biochemical values 
which were previously popular have been 
abandoned by most authorities -and invasive 
techniques such as amniocentesis are reserved 
for specially selected problem cases. 


Finally the accoucheur is faced with the 
decision ‘better іп” or “better out’ — to deliver 
or not to deliver. 1f labour is induced, close 
monitoring is essential and facilities for.casea- 
rean section must be readily available. The 
successful outcome depends in no small mea- 
sure on high-quality neonatal саге and this 
often lacking in rural areas, where onlv clinical 
methods are available to diagnose*cases of 
SGA and where errors may result in inapprop- 
riate delivery with inadequate facilities. While 
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the employment of techniques such as sym- 
physis—fundus measurements to improve 
diagnosis are an advance, appropriate action 
must be based on more accurate measure- 
ments, which include the assessment of func- 


tion, and modified by the availability of export 
neonatal care. г 


(SAMJ VOL 74 17 Sep. 1988) 
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Current Hansen'a Disease Community Program Minimum Therapy 
Protocols 





Typeof Disease Therapy Duration 
Indeterminate (I) Раѕропе 100mgdaily(I) 3 years beyond 
> 


Tuberculoid(TT) Rifampin 600mg daily (LT). 6 months 


Borderline 
Tuberculoid(BT) Dapsone 100mgdaily | Syearsbeyond 
hir 
Rifampin 600 mgdaily | 6months 
Mid-borderline (ВВ) Dapsone 100 mg daily 10 years beyond 
negativity 
Rifampin 600 mg daily 3 years 
Clofazimine 50 mg OD (IV) 3 years 
(may be added) 
Borderline 
Lepromatous(BL)  Dapsone100mgdaily indefinitely 
Rifampin 600 mgdaily | 3years 
Lepromatous(LL) ^ ClofazimineS0mgOD 3years 
(maybe added) 
N.B. 
(I) Clofazimine - 500-100 mg daily should be substituted 
throughout the protocols whenever 
Dapsone resistance is suspected 


- Negative smears (BI-O, MI-O) for 


(П) Negativity 
1 year. Noclinical activity for 1 year. 
(Ш) Rifampin - Dosage may be calculated at 10 mg/kg 
daily 


(IV)  Clofazimine - Should be added when Dapsone 
resistance is probable. 
(Hawaii Med. J. Vol.47, No.2, P.53 Feb. 1988) 


Haemeophilus influenzae 


The ubiquitous Haemophilus influenzae 
bacillus was first described by Robert Koch in 
1883, and again in 1886 by Weeks, an Ameri- 
can opthalmologist, which is how it came to 
be known originally as the Koch— Weeks 
bacillus. Richard Pfeiffer noted its association 
with respiratory disease in 1892, which proba- 
bly led to it being implicated as a cause of the 
1918 influenza epidemic when it was given the 
name Haemophilus infuenzae. It was not until 

” 1933 that viruses were discovered and the clini- 
cal effects of the organism have only been 
elucidated in the past few decades. 


The organism is a small, gram—negative, 
non- motile, pleomorphic bacillus which is not 
easy to culture since it tends to be over grown 
by other organisms on the more usual culture 
media. Culture is made more difficult by delays 
in transporting specimens unless transport 
medium is used. The organism occurs in a cap- 
sulated form which is responsible for the more 
serious invasive diseases such as meningitis, 
and а non—capsulated of form responsible for 
the more common respiratory disease. 


Like other bacteria, H. influenzae has de- 
veloped the capability to resist the action of 
antibiotics. It does this by producing B—lac- 
tamase which will neutralise any antibiotic con- 
taining a B —lactam ring in its nucleus, such as 
the penicillins, and it can also produce 
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chloramphenicol acetyl transferase, which 
neutralises the action of chloramphenicol. Un- 
fortunately, ampicillin and cholramphenicol 
are the two main drugs used in the treatment 
of severe H. influenzae infections. 


Of the non B-lactam containing antibio- 
tics, chloramphenicol, tetracycliné, rifampicin 
and cotrimoxazole are all about equally effec- 
tive. 


The scavenging action of cilia can be se- 
verely impaired by toxins produced by certain 
micro—organisms, and among these are H. In- 
fluenzae, Streptococcus pneumoniae and 
Pseudomonas aeruginosa. These bacteria are 
commonly associated with chronic bronchial 
sepsis. 


H. influenzae clusters around tobacco par- 
ticles which seems to indicate that tobacco pro- 
duces a growth factor for this organism. 


H. influenzae can penetrate mucous mem- 
branes of children with co—existing viral illnes- 
ses and then seed serous surfaces. The most 
serious conditions that it can cause are menin- 
gitis and pneumonia. It can also cause an acute 
epiglottitis which can, precipitate respiratory 
obstruction. Risk factors are children below 
the age of 1 year, overcrowding, and atten- 
dance at day care facilities. Breastfeeding 1s 
highly protective up to the age of 6 months. 
Malnutrition does not raise the infection rate, 
but morbidity is worse in undernourished chil- 
dren. 


It is vital to diagnose meningitis due to 
H. influenzae early so that appropriate treat- 
ment can be given. Ampicillin and chloram- 
phenicol are the mainstays of treatment. 
Rifampicin can be given as prophylactic to the 
rest of the family. Good supportive manage- 
ment is essential. 


H. influenzae is one of the common or- 
ganisms which causes acute otitis media, and 
is also found in approximately 9% of ‘glue’ 
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ears. However, in chronic discharging ears, 
Pseudomonas and Proteus are more common. 
In acute mastoiditis, the Group A streptococcus 
is a common cause. H. Influenzae is common 
cause of nosocomial infection, and is also the 
causative organism in acute epiglottitis, giving 
the characteristic cherry-red appearance to the 
epiglottis. 


Chlormphenicol should still be regarded 
as the mainstay of treatment in serious infec- 
tions, usually in combination with a broad, 
spectrum penicilin such as ampicilline o» 
amoxycillin, cephalosporins could be used for 
mild-to-moderate infections. However, not all 
cephalosporins are equally effective against 
this organism. We should get away from 
slavishly following the 5-day course when they 
feel better-perhaps they are right. 


(SAMJ Vol. 74 17 Sep. 1988) 


* * * 


Mycotoxicoses 


Ergotism, that is said to have brought about 
the fear of death to the people of medieval ° 
Europe, is the first recorded example of food 
poisoning by molds. The medieval citizens 
were reputedly poisoned by eating bread 
baked from the containing sclerotia of 
Claviceps purpurea. Ergot poisoning occurred 
in various parts of the world in this century, 
but nothing has been reported after the final 
outbreak in France in 1950s. The mycotoxin 
is an alkaloid, and its symptoms and signs are 
nausea, vomiting, diarrhea, itchy pain, numb- 
ness ascending from the terminal parts of the 
extremities, spasms of the extremities and ton- 
gue, and rigor of the face. In addition, deriva- 
tives of D—lysergic acid contained і in ergot are 
known to have a hallucinogenic action. The 
*presence of 0.25 to .5% of ergot іп cereals 


may cause a toxin effect. In 1960, Turkey - X 
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disease occurred in England. The cause was 
found to be mody feedstuff peanuts imported 
from Brazil, and this outbreak led to the dis- 
covery of carcinogenic mycotoxin called af- 
fatoxin (AF). Thus, the hazard to human 
health from mycotoxin game to be recognised 
throughout the world. 


Aflatoxins are mycotoxins produced by 

nrolds with the botanical name of Aspergillus 
flavus. When the aflatoxins in foods are ex- 
tracted by chloroform and analysed by thin 
layer chromatography two types producing 
blue fluorescent spots (B1,B2) and two types 
producing green spots (G1,G2) are generally 
detected. Recently, the detection of af- 
latoxico, a biological reduction form of aflato- 
xin, and of AFM, in milk and dairy products 
have been reported. AF B, is the most impor- 
tant aflatoxin and next is AFG,, and then 
AFM,. Aflatoxin contamination is often disco- 
vered in agricultural commodities from tropi- 
cal and subtropical countries. Scab disease of 
barley and wheat is caused by Fusarium 
graminearum. The entire field looks red. Red 
mold poisoning occurs when the moldy wheat 
is used as food or as cattle feed. The symptoms 
are diarrhea, vomiting, abdominal pain, 
headache, chills, fever, vertigo, spasms and 
visual acuity disturbances. These are the ef- 
fects of trichothecene compounds such as 
nivalenol (NIV) and deoxynivalenol (DON), 
among the several mycotoxins produced by 
F.garmineurum. The poisoning occurs not 
only from barley and wheat, but also from rice 
and corn. Acute food poisoning occurred, fol- 
lowing cooking and eating the red, moldy rice 
and wheat in the form of noodles, puddings, 
bread, and the like. 


Food poisoning by Fusarium is recorded 
globally. What is different from aflatoxins is 
that this pdisoning also occurs in cold regions. 
The causative substance of alimentary totic 
aleukia (ATA), that was first recorded in East 


Siberia in 1913 and resulted in the death of 
many humans and animals in the 1940s, is con- 
sidered to be the T-2 toxin of the 
trichothecene mycotoxins. At one time it made 
a sensational topic in the case of "yellow rain“ 
as a biochemical weapon. In addition, the 
natural contamination of foods with 
diacetoxyscirpenol (DAS), another 
trichothecene mycotoxin occurs. Also, 
Zearalenone (ZEN) another Fusarium toxin 
having a completely different structure, 
causes problems in livestock animals such as 
megalouterus and abortion, and contamina- 
tion of corn and other feedstuffs is a serious 
problem. 


Most mycotoxins are very stable against 
cooking, and they transfer into the food after 
processing. In the case of aflatoxins, only 40 
to 50% is decomposed if heated to 210°C, and 
they remain in bread and fried foods. Actually, 
aflatoxins are detected in peanut products, 
mixed spices, and bean jam, and they are con- 
sidered to be derived from ingredients. Simi- 
larly, NIV and DON are also stable, and only 
5 to 16% decomposition occurs when heated 
to 210°C. Contamination by NIV, DON and 
ZEN is recognised in popcorn, canned corn, 
wheat germ, beer, biscuits, spaghetti and other 
processed foods. | 

The contamination of foods by molds in 


the manufacturing process or distribution stage 
is called post— processing contamination. Most 
complaints are concentrated on candies, which 
are followed by cereals and their processed 
foods fishes and shelfishes and the processed 
foods precooked dishes, vegetables and fruits 
and their processed foods, meat and eggs and 
their processed foods, lunches, beverages and 
milk and dairy products. 


The food shelf—life has become longer due 
to the development of cold—chain systems for 
food storage, distribution, and display (under 
10°C, and use of freezer—refrigerators by con- 
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sumers. The optimal growth temperature of 
molds is 20 to 25°C, but most of them can grow 
at temperatures below a 5°C. The more days 
that pass after manufacture, the more the slow 
growth of the molds can progress. Besides, 
even іп room-temperature distribution, 
owing to the advancement of packaging 
technology and the application о! 
deoxygenators and food preservatives (ingre- 
dient:alcohol), the shelf —life has been remark- 
ably prolonged. But the effects of these pre- 
servatives are limited, and while it is safe if 
consumers utilise the foods quickly, when 
they are left forgotten, molds grow up within 
the package even if the foods are unopened. 


These days additive free foods are prefer- 
red, and low-salt, low—sugar foods with less 
flavour and natural taste, and moisture—re- 
taining foods are manufactured by new food 
processing technologies. Since the manufac- 
ture of all these product involes the decrease 
of preservative properties, the risk of spoilage 
by molds is increased. 


(Asian Medl. J. Vol. 31 No. 11 Nov. 88) 


* * * 
Muscle tissue repairs severed nerves 


A new technique in which muscle tissue 
which has been frozen and thawed is manipu- 
lated to bridge gaps in severed nerves has been 
successfully used to encourage nerve regener- 
ation in the fingers of ten patients. It is now 
being tested as a means of repairing larger 
nerves in four more patients. 


The technique has been developed by 
Michael Glasby of the Royal College of Sur- 
geons and used by Bill Norris of the McIndo 
Institute at Queen Victoria Hospital at East 
Grinsteas in Sussex. It allows gaps to be 
bridged in much larger nerves than with con- 
ventional nerve grafting. It is hoped that this 
will allow the reinnervation of limbs with 
nerves that have been severed. 
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When а nerve is severed it dies distally from 
the cut. Regeneration and growth outwards 
to the periphery may occur, but it may fail or 
be incomplete. A lump of nervous tissue, a 
neuroma, may form at the site of damage, 
causing long-term pain or irritation. If, as 
often happens with motorcycle crashes or gun 
shot wounds, theresis a gap in the nerve where 
it is cut, the nerve cannot grow across the gap 
because there is nothing to guide it. There is 
no regeneration at all. 


A guide and a bridge across the gap are 
needed. Transplanted tissue cannot be used 
becuse it is rejected, but surgeons can some- 
times remove small nerves from another part 
of the patient's body, where they are not essen- 
tial, and use them to bridge the gap. The 
grafted nerve fibre dies leaving a hollow 
tube—the outer membrane of the nerve. The 
regenerating nerve grows outwards throught 
this tube, across the gap and on along the tract 
of the original nerve. 


ТһфргоЫет is that this technique can only 
be used to repair damage to very small nerves 
because big nerves cannot grow through the 
tiny tubes used as grafts. Big nerves are too 
essential for bits to be removed to use in graft- , 


ing. 


Michael Glasby noted that when muscle 
dies, individual muscle fibres form hollow 
tubes very much like the tubes formed by dead 
nerves. These tubes are big enough for the 
largest nerve to grow through, so Glasby de- 
cided to see if deal muscle could be used to 
repair broken nerves. It worked in animal ex- 
periments, for both sensory and motor nerves. 


The East Grinstead team then carried out 
the first human trials. The first guinea pig for 
the technique who has been widely seen on 
television, is the owner of the Royal Prom- 
enade Hotel in Brighton, who" severed nerves 
* in her right index finger while slicing bread. 
The nerves were encouraged to regenerate by 
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taking a sliver of muscle from her axilla and 
using it as a guide for regeneration. Now Bill 
Norris has gone on to use muscle grafts to 
repair the big nerves for which they offer the 
greatest potential. 


(The Practitioner, August 1988 Vol. 232) 


| ж ж ж 
. Sprgical Training in ће U.K: - Excerpts of 
thoughts: 


To train is defined in the Oxford dictionary 
as to prepare for performance by instruction. 
The ever tightening constraints on surgical ex- 
pansion, both fiscal and in association with 
modern technology, have been felt for many 
years. It is, however, only recently that any 
attempt has been made to ‘achieve a balance’. 
Each teaching hospital has to maintain a ba- 
lance between. the economical provision of 
health care to the community and the number 
of undergraduates it is able to seule It is 
prete 2; to produce a smaller number of well 
trained doctors than to insist on the mainte- 
nance of excessive numbers of inadequately 
prepared graduates. 


The selection of undergraduates needs tu 
be undertaken with considerable care and to 
this end, some form of interview process 
should be maintained. The profession's opin- 
ion of itself, and therefore that portrayed to 
potential undergraduates, is one based upon 
a fair degree of security and personal au- 
tonomy. In the future this may well become 
an elusive luxury. The type of undergraduate 
who would have fitted neatly the stereotype 
image of the doctors may well not conform to 
the role required in the future and therefore 
it is important to contemporize selection 
criteria.» , 


The hapless newly qualified doctor still ju- 
bilant from examination success feels the med- 
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ical world at his feet. He is ill prepared and 
certainly ill advised as to career prospects and 
the pathways that lie ahead of him Broad 
career information is mandatory at this stage 
and variation in opportunities in the different 
regions must be emphasized. The training for 
а career in general practice has been for- 
malized over recent years and as the number 
of hospital specialties requiring higher qualifi- 
cation increases. A pre— registration phase of 
training within a chosen specialty with 
negotiated changes, provide a qualification 
that would prepare the candidate for a future 
career in any of the three distinct disciplines 
of medicine, surgery and general practice. 


Technical skills should be taught, rather 
than learnt by trial and error. Specific time 
must be laid aside for the training of these 
junior members and the confirmation of the 
suitability of training can be identified by the 
keeping of log books. 


A contemporary issue is the increasing 
need to perform sophisticated screening. The 
junior doctors are those who request the 
majority of hospital investigations, all at spiral- 
ling cost. Education in this sphere of decision 
making will need.to become part of the cur- 
riculum. The inexorable increase in patient ex- 
pectation is reflected in public awareness. The 
doctor patient interface becomes progressively 
more critical and communication skill must be 
enhanced. 


One of the most insidious ,changes is the 
acceptance of the need for the acquisition of 
a senior post. It is required to achieve a training 
with more direct application to the needs of 
practice. Research endeavours should be cul- 
tivated at an earlier stage. The predicament of 
interview committees, seated across the green 
baize from an ever increasing pool has led to 
the emergence of ‘paper counting’. Faced with 
a pile of equally glowing curricula vitae, the 
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only easily applicable discriminant is the 
number of publications and presentations. 


This is understandable, but not necessarily 
desirable. It must not be forgotten that re- 
search is to an extent a lottery and that some 
of the best structure and executed efforts gene- 
rate little in the way of positive results ap- 
propriate for publication. If suitability for a 
post is to be judged on the number of papers, 
itis important that equal opportunity free from 
all disparity exists in academic productivity. 
Too many short term projects conducted for the 
purposes 01 thesis alone never again see the 
light of day. Increasing emphasis on academic 
capability will, it must be remembered, have 
the inevitable effect of reducing the clinical 










CORRIGENDUM 


In the advertisement No. A.38 of M/s. B.I. Publications Pvt. Ltd., in our April '90 
issue, the price of the books published by Churchill Livingstone is mentioned ІЙ terms 
of U.S.$ instead of Sterling ^£". The error is regretted. 


component. Time will tell if this is too great 
a price. 


Training must remain the amalgam of art 
and science that it has been since the days of 
Hippocrates. There must be a willingness to 
change in both attitude and performance with 
a speed compatible with the late 20th century. 
Many great institutions have declined to the 
status of ,dinosaur over very few years, result- 
ing in their own extinction because of reluc- . 
tance to face up to their own short comings. 
For the surgical work force there is one certain 
loser - the patient. 


(Journal of the Royal Society of Medicine. Vol. 
81 Oct.88) 





CORRIGENDUM 


In the article titled “А Study on the therapeutic efficacy of topical beclomethasone 
Dipropionate and Salicylic acid on chronic dermatoses" appeared in our February '90 
issue - vide page No. 61 in the first paragraph, the composition of Beclate-S cream is 
said to contain “0.1% Betamethasone dipropionate”. It should read as 0.1% 
*Beclomethasone dipropionate". Wherever this compositioin occurs it should read in 


the correct pattern as above. 
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Atlas of nutritional support techniques 


John Q Rombeau, 
Micheal D Caldwelt, 
Loretta-Forlarw R.N. 
Pegge A.Guenter R.N 


. Publishers: B.LI. Publications, 

. Promotion Department, 
61-63, Lakshmi Bldg, 
4th floor, Sir R.M.Road, 
Bombay - 400 001. 


Year: 1989 
.Price: £ 32.50 


. This book on nutrition deals mainly with 
longterm nasogastric (tube feeding) and paren- 
teral nutrition. There is also chapters Qn ideal 
body weight and obesity. 


The chapter on nutritional assessment 
deals with how to take various measurements 
like height, weight, head circumference in chil- 
dren, Triceps skin fold measurement and also 
midarm measurement for assessing the nutri- 
tional status. Also, various anthropometric 
measurements like handgrip dynamometry for 
functional assessment of nutritional and mus- 
cle functions are dealt with. They have also 
mentioned various methods of determination 
of body frame size and estimation of ideal 
bodyweight. 


This book is recommended for people who 
are dealing with the longterm parenteral nut- 
rition. This can be also recommended for var- 
ious procedures for maintaining parenteral 
nutrition and also for surgical procedures for 
reducing weight. 


(Dr.N.Kasi Rajan) 


Clinical Geriatric Cardiology 
Robert J Luchi 


Publisher: | Churchill Livingstone, 


Edinburgh 


Publications: B.1.Publications, 
Promotion Department, 
61-63, Lakshmi Bldg, 
4th floor, Sir P.M.Road, 
Bombay - 400 001. 


Price: £ 40.00 


Year: 1989 


In this book, the important topics, like 
prevalance of heart disease in the elderly, car- 
diac arrythymias, congestive heart failure and 
valvular heart disease are discussed in a de- 
tailed manner. The chapter on hypotension 
which is so common in the elderly is well writ- 
ten. But the topic on hypertension in the el- 
derly is lacking in matter. The chapter on dis- 
eases of the aorta is discussed in detail with a 
lot of illustrations. The discussion on valvular 
heart disease is very impressive with new chap- ’ 
ters like acute aortic and mitral regurgitation 
and chronic aortic and mitral regurgitation. 
The topic on pre and post operative cardiac 
assessment is written in such a way that its 
contents will be useful to the surgeon and the 
anaesthetist too. Many elderly people receive 
lot of non-cardiac drugs for their multiple 
problems. Ifs effect on the heart is very well 
discussed in the topic "Effect of commonly 
used a non-cardiac drugs on the heart and cir- 
culation". This book will be useful not only 
for the cardiologist, but also for the Geriatri- 
cians and general physicians who are interested 
in treating the elderly. | 


(Dr.V.S. Natarajan) 
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Obstetrics Illustrated 
Fourth Edition. 


Alistair W.F.Miller. 
Robin Callander. 


Publishers: Churchill Livingstone. 
London. 


Publication: B.I.Publications (P) Ltd. 
Promotion Department. 
61-63 Lakshmi Building, 


Sir.P.M.Road, 
Bombay - 400 001. 
Year: 1989 
Price: £ 5.75. 


This book “Obstetrics Illustrated” has the 
characteristics of text book and also of 
simplified notes. The diagrams in the book are 
very much simplified and the students will un- 
derstand easily. A glance over this book just 
before writing examinations and appearing for 
oral examinations, will generate confidence to 
the students. 


(Dr. Jeyam kannan) 


* * * 


Essential Obstetrics and Gynaecology 
E.Malcolm Symonds 


Publishers: Churchill Livingstone 
London.* 
Publications: B.I.Publications (P) Ltd. 
Promotion Department 
61-63 Lakshmi Building 
Sir.P.M. Road. à 
Bombay-400 001. 


Year: 1987. 


It is a book which gives both practical and 
theoretical knowledge. It differs from other 
text books in that, it is very much simplified 
and it gives only necessary matter. It excludes 
the statistical point which makes the student 


to read iff with interest. " 


This book should be printed in a low priced 
edition to enable all the students to purchase it. 


(Dr. Jeyam Kannan) 


* * * 


Asthmatics benefit from controlled-release drugs: 


Leading respirologists from Europe and the USA suggest that a controlled release 
B-agonist con be advantageous in the treatment of asthma. Я 


These drugs prolong effectiveness and maintain optimal blood or tissue concentration 
- giving maximum therapeutic effects with the fewest adverse reactions. 
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Glimpse into History 


Johannes Evangelista Purkinge (1787-1869) 


Purkinje was a great poineer in Neurology. 
As a medical student, Purkinje observed the 
effects of drugs upon himself. His descriptions 
of acute poisoning with ipecac, belladonna, 
camphor, etc., are classics. Stimulated by the 
poet Goethe’s Farbenlehre, he wrote his doc- 
tral thesis on the subjective aspects of vision 
in 1818. This interest sustained him for years. 
He soon published his second volume on en- 
toptic phenomena, which had the classic de- 
scription of after images and the different thre- 
sholds of colors. His inaugural dissertation 
dealt with visual and cutaneous sensibility and 
with differences in the dioptric media, estab- 
lishing a basis for objective optometry and the 
ophthalmoscope. The thesis also presented the 
earliest data on individuality of finger prints. 


Purkinje was a Czech and а great friend of 
Goehe. ] It was Goethe who introd&ced him to 
eminent men of Berlin like Humboldt, Hegel 
and others. He was appointed Professor of 
physiology at Breslau in Germany. The faculty 
at Breslau was opposed to the appointment of 
a Czech and for years, the hostile atmosphere 
prevailed. When he introduced practical 
methods of teaching. the faculty recommeded 
that he be demoted. Neverthless, Purkinje 
continued undaunted and soon won acclaim 
as a great teacher. 


ж ж ж 


He had his microscope and laboratory in 
his home and many detailed histologic studies 
were all published under the names of his stu- 
dents except for the monograph on сШагу 
epithelium and its functions in mammals, ap- 
peared in 1834. In 1837 he presented his mic- 
roscopic survey of the human brain, in which 
he described the Purkinje cells of the cerebel- 
lum. In1839, he introduced the term "protop- 
lasm" and described the fibres in the conduct- 
ing system of the heart. He distinguished 
oculor and other factor causing vertigo. 


Most leading neurobiologists of the time 
were Purkinje's followers. At Breslau, his 
home was a Mecca for visiting students from 
Europe; He made significant contributions to 
Czech literature as well, translating into Czech 
works of Schiller and Shakespeare. His friend 
Goethe composed this quatrain (translated) 


which aptly summarises Purkinje: 


“Let your delighted eye behold 

All things that Plato knew of old! 
And if yourself you can't quite do it 
Purkinje'll come and help you to it.” 


(Dr.N.H. Hariharasubramanian M.D., Ph.D.) 


ж; AS Ж ж 


A letter to the "Neu England Journal of Medicine" [1989;521 :121-2] reports 


the case of a man who removed 


the top of a man who removed the top of a 


beer bottle with his teeth. The compressed gas in the bottle propelled the cap 


into his oesophagus, where it become impacted at the 
vertebra and needed surgical removal. 
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(BMJ VOL 298 RUG 89) 
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| Case of the Month | 


An elderly hypertensive, оп monodrug grossly anemic (НВ = 8.5 grams%) and red 
therapy 10-15 years, complains of shortness of cells show polychromasia and spherocystosis. 
breath and tiredness BP is 150/90тт Hg. Coombs’ test was positive. 

Heart: normal. ECG shows no significant 
changes except left ventricular hypertrophy. 
No strain or ischemic pattern seen. Patient is 


What is the diagnosis? 
(Dr.N. Hariharaspbramanian M.D., Ph.D) 


ж ж ж ж ж ж 


Correct Answers Received for Case of . 
the Month - Feb’90. T" * 


Dr. B.R.L. Prasad, 
Lokyata Hosp. 
Gannavaram. Krishna Dt. 
Andhra Pradesh 521 101. 


Dr. P. Sudhir 
Women and Children's Hospital 
Mattanur 


Dr. B. Rajanna è 
Belagur | 
Karnataka 573 114. n 


* * * * * * 
Answer to the case of the month - April ’90 


There is a lag storage GTT with late hypo- 
glycemia. This causes the faints. This lag storage 
GTT, with surgical scar as evidence, and 
anaemia, suggests the patient may have had 

. partial gastrectomy and now has dumping syn- 
drome as a sequel. 


ж ж ж ж ж ж 


Іп the fourth century BC an Alexandrian anatomist, Herophilus called th4 ovary 
the “female testicle”. This label persisted into mediaeval time: the illustration oy 
“the father of modern anatomy, Vesalius, in 1543 shows ovaries with epididymides. 
Іп 1672 de Graff proved that the ovary produces eggs and is not a testicle. 


[BMJ Vol 299, Oct 89) 
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€.C.G. Quiz 





A post menopausal women in her fiftees 1. What are the abnormalities seen in the 
with chronic bronchitis presents with acute ECG? 


asthmatic bronchitis. X Rayshowsemphyseme 2. What is the cause of the ST changes? 
and cardomegaly 


(Dr.N. Hariharasubramanian M.D., Ph.D) 
ж ж ж x ж ж 
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Correct Answers Received for E.C.G. Answer to ECG Quiz of April 90 
Quiz - Feb - 90, 


1. The cause is complete A-V block 
Dr. A.P. Naveen Kumar 


The Jeypure Sugar Co. Ltd., 2. The pacing stimulus precedes each QRS. 
Rayagada Koragpur Dt. LBEB pattern is seen. Hence the pacing 
Orissa 765 002. catheter is in right ventricle. The firing rate 


is 58/min. : 
Dr.-H.S. Venkataram 
1115 SRI. Krupa 10th Cross 3. Tall T in II- Right atrial hypertrophy. 
ashoknagar, Banashankari I Stage | 
Bangalore - 560 050 


Dr. T.G. Kalkura 
No. 3. Univetsity Road 
Tiruchirapalli - 620 001 1 
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V. Which of these is not usually an immune 
deficiency disease? 





Which of these is true of hepatic por- 
physia? 

A. Multiple myeloma 
B. Lymphomas 

C. Lymphatic leukemia 
D. Acute liter failure 


A.Excessive formation of haem pre- 
cursors in the liver. 

B. Excessive formation of haem pre 
cursors in the bone marrow 

C. Corprophyrin III is excreted in the 
urine 


VI. Which of these immunoglobulins Сап 


Il. Тһе recommended daily dietary allo- cross the placenta? 


wance of protein for an average 70 kg 


male is в ре 
А. 10 grams C. I gA 
B. 15 grams D.I gD 
C. 55 grams 
D. 100 grams 
УП. * Typhoid culture is positive in the first 
жек in 
Ш. Which enzyme activity in the liver in- A. Stools , 
creases during starvation? B. Blood 
A. Glucokinase de é 
B. CoA-carnitine transferase 
C. ALT 


D. Adenylate Kinase 
VIII. The most virulent streptococci are: 


A. Viridans 
B. Beta haemolytic 
C. Alpha haemolytic 


IV. The essential lession of coronary D. Gamma haemolytic 


atherosclerosis is found in the 


A. Tunica Intinia 


B. Tunica Adventitia 
CT M Page 275 
үне d (for answers see age 275) 


(Dr. N. Hariharasubramanian MD., Ph.D.) 
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| News and Notes | 


Green “putty” used by dentists to take im- 
pressions of gums is now being used to help 
straighten deformed limbs at the Royal Belfast 
Hospital for sick children in Northern Ireland. 


Normally, plaster of Paris and thermaplast 
are used for splints and correcting limb abnor- 
malities. But plaster of Paris is brittle, requires 
bandaging and restricts movement while ther- 


, .maplast material has to be heated and is dif- 


ficult to mould on to small limbs, by contrast. 


Dentists’ permagum green putty involves 
no bandages and presents no porblems with 


the stuff can be put in water. It is also inert, 
so if a child wants to bite, that’s all right. 


First to benefit was a tiny baby was born 
suffering from a condition which meant his 
hands were badly deformed, he had club feet 
and his elbows were unable to bend. Per- 
magum helped hold his hands in position to 
stop them twisting and through a combination 
of the surgeon’s skill and wearing permagum 
splints day and night from birth. The four-year- 
old was able to walk with just crutches for sup- 


port. 


circulation. There are no pressure sores, and (Feature Quote No 0701/9) 

Answer to Medi-Quiz 
| 
. Answers 

I -A VLA 

П -C VI -B 

Ш -B ҮП -B 

IV -A VII -B 

* * * * * * 


People taking L tephan might develop an illness featuring muscle pains and 
Essie echt up Mortality Weekly Report [1989;38;765-7]. Most of the victims 
uere women; the amino acid has become a popular treatment for the premenstrual 
syndrome, isonmnia and depression. The connection with the eosinophilia myalgia syn- 
drome is puzzling but no other cause has beenb identified in patients who have been 
investigated in great detail. 

(BMJ Vol. 299 Dec.89) 
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For emperical therapy 
of routine infections 
the broader spectrum is the 
logical option 





ORIPHEX - 


(CEPHALEXIN—ALIDAC) 


THE LOGICAL "CHOICE IN 
— Post operative infections 
— Osteomylitis 
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author, publisher, price etc. 
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THE GROWING NEED 
FOR ZINC 


A regular daily intake of zinc is essential 


Unlike iron, there are no functional body stores of zinc for 
utilisation. Consequently, a regular daily intake of zinc is essential. 


Signs of zinc deficiency 


A broad spectrum of medical conditions can be 
associated with nutritional zinc deficiency. These vary in 
severity depending on the degree of the deficiency. 
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IRRITABLE BOWEL 
SYNDROME ATTACKS 


ANYONE 


EMBARASSMENT IS ONLY 
PART OF THE PROBLEM 
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abdominal distension, altered bowel and pain. 
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Trigeminal Neuralgia: (Tic Douloureux) 


Natarajan M., Muthukumar N. 


Trigeminal Neuralgia : (Tic Douloureux) 


This is a disorder charaeterised by recur- 
rent paroxysms of sharp stabbing pains in the 
distribution of one or more branches of sensory 
division of trigeminal nerve. 


Etiology: 


The cause of Trigeminal Neuralgia is un- 
known. In many cases there is no organic dis- 
ease of the fifth nerve or C N S. When the 
cause is not known it is called, idiopathic 
trigenminal neuralgia. It is suggested there 15 
loss of myelin, due to ageing or pressure or 
demyelination due to multiple sclerosis. The 
pain is said to be due to cross firing between 
bare axons of the nerve. The sensory root of 
the fifth nerve may be compressed at the apex 
of petrous bone where it crosses in a sharp 
angle. It is also suggested that pressure may 
occur at the narrow dural foramen which the 
nerve crosses at the apex of petrous bone. So 
decompression operation was done on this 
basis. The apex of the right petrous bone was 

- found higher than that of the left in 46% of 
the patients. The trigeminal neuralgia occur- 
red three times more on the side of higher 
petrous apex. Arterial loop or veins may com- 
press the sensory root at its entry into the pons, 
producing trigeminal neuralgia. So decom- 
pression operation is being done on this basis. 


Symptomatic Trigeminal Neuralgia may occur 
secondary to a space occupying lesion like 
cholesteatoma ог tumour like  accustic 
neuroma or a arterio-venous malformation. 
Кш: уг. ыы сады а-ы 
Dr. Natarajan М., M.S.. (Gen) MS., (Neuro) FICS, FACS., FAMS., 
Retired Prof. of Neurosurgery, 

Madurai Medical College, 

Madurai. 

Dr. Muthukumar N. M.Ch.. 


Neurosurgeon. 
ihe a RNC ХХ. 


Specially contributed to “Тһе Antiseptic" 


Clinical Features:- Trigeminal neuralgia is the 
commonest of all neuralgias. It usually occurs 
in middle or late life. It is common in women 
than in men. The pain of trigeminal neuralgia 
occurs in paroxysms. In between the attacks 
patient is free of pain. The pain is described 
as searing or burning in nature coming as light- 
ning like jabs in the distribution of one or more 
branches of fifth nerve. Usually the duration 
of paroxysms lasts one or two minutes or it 
may be prolonged for fifteen minutes or more. 
Frequency of the attacks varies many times 
daily or few times a month. During the attack 
of the pain patient does not talk, may rub or 
pinch the face or make violent convulsive 
movements of the face and jaw (Tic convul- 
sive). Watering of the eye on the side of the 
attack may occur. There is no loss of cutaneous 
sensation during or following the attack. Pa- 
tient may complain of hyperesthesia. Many pa- 
tients have trigger zone in the are of trigeminal 
distribution usually cheek, lip or nose, stimu- 
lation of which cause pain. The stimulation 
may be facial movements or chewing or cool 
air. The pain is strictly limited to опе or тоге, 
branches of the fifth nerve. The second and 
third divisions are frequently involved. The 
first division is involved in less than 5%, of 
cases. Pain confined to one division may 
spread to other division in course of time. In 
cases of long duration all divisions are affected 
in 15%. In 5% of cases they are bilateral but 
in these cases paroxysms do not occur, simul- 
taneously. 


Clinical Examination: 


May not reveal any neurological deficit. The 
patient may be poorly nourished due to the 
fear of provoking an attack. 


The course of Trigeminal Neuralgia:- 


The paroxysms of pain occur for several 
weeks or months and ceases spontaneously and 
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may not occur for some months or years. The 
pain free intervels may become shorter in 
course of time and become continuous, in- 
capacitating the patients. 


Diagnosis:- 


The typical distribution of pain in the 5th 
nerve distribution coming on in paroxysms, 
shock like stabbing pain with trigger areas, 
without any neurological deficit is highly 
suggestive of Trigeminal Neuralgia. The other 
causes of pain in the face are infection in the 
teeth and nose. In these cases pain is continu- 
ous, steady and throbbing. There may tender- 
ness over the sinus or pain elicited on tapping 
the tooth. In many cases, patient would have 
the teeth pulled out and sinuses stic. Glos- 
sopharyngeal neuralgia may be confused with 
third division trigeminal neuralgia. The pain 
of Glossopharyngeal Neuralgia will disappear 
on spraying the tonsilar region with a local 
anesthetic. Symptomatic trigeminal neuralgia 
due to tumours of the Gasserian ganglion, and 
other lesions of its cerebellopontine angle, like 


Accoustic neuroma may produce pain in 
the face. Usually the pain is steady, lasting for 
hours or days. Involvement of sensory and 
motor division of the 5th nerve and other 
nerves will establish the diagnosis of tumours. 


A typical facial pain is persisting or remit- 
ting neuralgia, occuring in the head, face and 
neck. But the pain is not confined to trigeminal 
distribution. The cause is not known. It may 
be due to disturbance of sympathetic nervous 
System, or atypical migraine. Temporal ar- 
teritis headache may resemble trigeminal 
neuralgia. It occurs in older people with ten- 
derness over the temporal artery. Some times 
the pain is a nanifestation of conversion hys- 
teria or depression. Pain in the face may be 
seen in the temporomandibular disease due to 
malocculsion of teeth. Correction of maloccul- 
sion of teeth will relieve the pain. 


Medical Treatment:- 
Since trigeminal neuralgia paroxysms re- 


semble epilepsy, patients were given anti-con- 
vulsants, like dialantin or carbamazepine (Teg- 


Vol. 87 No. 6 


THE ANTISEPTIC 


retol). Carbamazepine is very useful in con- 
trolling the attack. In course of time patient 
may not respond tocarbamazepine and then 
may need other methods of treatment. 


Surgical Treatment:- 
Pheripheral Neurectomy: 


This is useful in old people or people with 
medical complications, when major surgery is 
hazardous. Infraorbitral neurectomy and sup- 
raorbital or supra trochlear neurectomy are 
useful in first and second division trigeminal 
neuralgia. Recurrence may occur after months 
or years due to regeneration of axons. 


Retro-Gasserion Rhizotomy:- 


Section of the sensory root of the trigeminal 
ganglion is the standard operation for trigem- 
inal neuralgia. This is usually done through 
the middle cranial fossa extradurally. Recurr- 
ence is 15 to 1075: on prolonged follow up in 
partial rhizotomy. In total rhisotomy recurr- 
ence is 2 to 3%. The preservation of ophthal- 
mic fibres and preservation motor root are pos- 
sible. Transient facial paralysis may occur in 
5 to 10% of the patients. 


Decompression or Compression of the Trigem- 
inal Ganglion and Sensory Root: 


It was done on the belief that the ganglion 
and its root are compressed by the dural roof 
and foramen. The recurrence rate is verv high 
and it has been given up. 


Rhizotomy through the Posterior Cranial 
Fossa: 


Dandy noted indentation of trigeminal root 
by the blood vessels while doing sensorv root 
resection through posterior fossa. Не 
suggested that pressure on the root as a major 
cause of trigeminal neuralgia which was later 
popularised by various surgeons. 


Micro Vascular Decompression of the Trigem- 
‘inal Sensory Root: 


It is a popular operation now. The sensory 
root is separated from the offending vessel by 
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teflon felt or gelfoam or muscle. Succcess rate 
is high. Complete long lasting relief of pain 
occurs in 70% of the patients for 10 years. 
There is no sensory loss and no case of anes- 
thesia dolorosa. Hearing reduction may occur. 
Mortality varies from 0 to 3%. 


Tractotomy of Bulbar Trigeminal: 


Here spinal tract of trigeminal nerve is cut. 
It has been given up due to associated 
neurological deficit. 


Percutaneous Injection to Destroy Trigeminal 
Pathways: 


Percutaneously a needle is passed in to 
Meckel’s cave through the foramen ovale and 
alcohol is injected drop by drop till sufficient 
anesthesia occurs in trigeminal division. Injec- 
tion of phenol in glvcerine and pure-glycerol 


* * * 


has also stopped the paroxysms of pain of 
trigeminal neuralgia without producing any 
significant sensory loss. 


Electrocoagulation of trigeminal ganglion or 
root ganglion or sensory root is done producing 
relief of pain without sensory loss using R.F. 
lesion generator. 


In summary medical treatment is given to 
all patients initially. When the pain recurrs 
inspite of medical treatment surgical treatment 
of sensory root section or microvascular de- 
compression of the trigeminal nerve is done 
in patients below 60 years without medical 
complication like hypertension or diabetes. In 
patients over 60 years peripheral neurectomy, 
alcohol or glycerol injection of the ganglion of 
sensory root or thermo coagulation of ganglion 
or sensory root by graded electrical current is 
done. 


* Жаш * 


Soon after world Шаг Il cases were being reported of paresis and paralysis among 


workers using certain glues and varnished. The$e reports originated first in Japon and 
were followed by other from several countries. These reports led to a number of 
epidemiological studies which confirmed that there was an occuptional association bet- 
ween the use of certain glues and varnishes and the disease. 


At first it was difficult to link the paralysis to any definitive chemical but suspicion 
soon fell on n-hexane, which had been introduced on a large scale in certain industries. 
intensive laboratory investigation soon established that n-hexane produced a peripheral 
neuropathy in animals similar to that found in human and some indications of the 
mechanism of the nerve demage has been obtained from the animal studies, Thus it is 
now known that there is the formation of a tangle of 10пт of fibres in the affected nerve 
which interferes with the flow of cytoplasm up and down the axon. This interference is 
seemingly due to a blockage of the cytoplasmic flow at the nodes of Ranvier. Laboratory 
studies have also identified the proximate metabolite responsible for the nerve lesion 
and in doing so demonstrated that a much less frequently used solvent methulbutul 
ketone (МВК) is also responsible for nerve paralysis. 


Several epidemiological studies have been carried out ond most of them shou some 
excess of individual with a slight impairment of mental faculties in certain occupational 
groups exposed to solvents, particularly in painters-hence the name "pointers" syndrome. 


[Journal of the Royal Society of Medicine Vol. 82 Aug. 89] 


* * * * * * 
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positive. False-positive urinary glucose with non-enzymatic methods. Special notes: Storage: 
Protect from light and temperatures above 25°C. Discard expired vials. Use only the water 

for injection provided with vials. 


Further information available or request 


Hoechst India Limited _ 
Hoechst House, 
Nariman Point, Bombay 400 021 





Omneatax 


e Efficient e Simpie 
e Well tolerated 
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In Diarrhoeal Dehydration.... 


Electra 


GRANULES 


(Н) THE CORNER-STONE. 
















* The O.R.S. of choice 
since 1972 


* Now available in a 
convenient UNIT DOSE pack 


Particulars from: 


FDC Limited 
66, Lakshmi Building, 
Sir P.M. Road, Fort. 
Bombay-400 001. 


FERRE RA ASSOC 'FDC519/89 
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Ibuprofen dosage denominations 
for the varying needs of your patients · 
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lbugesic-200/ lbugesic-400 
Routine management of 
inflammation and pain 
ilbugesic Suspension 
" Inflammation and pain in 


children - 
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EEC’s. MEDICAL ELECTRONIC INSTRUMENTS 
the choice of leading medical professionals..... 


BIPITONE 





DIGITAL B.P. INSTRUMENT | DIGITAL B.P. INSTRUMENT 


with Auto-Infiation 





FOETAL MONITOR 















Monitors 5 Vital Functions... 
* Pulse Rate « Blood Pressure * Respiration 
* Temperature е Heart Sounds 


Monitors 3 Vital Functions... 


* Pulse Rate » Blood Pressure 
е Heart Sounds 










Major Doppler Model 








TELE-THERMOMETER 
Multi-Channel Model 


INFUSION PUMP 









INFUSION PUMP TELE-THERMOMETER 


SYRINGE MODEL PERISTALTIC MODEL 





For use with 30 ml syringes 


2 syringes can be used simultaneously tor use with LV. sets; 


or 3 mm bore silicone/PVC tubing. 












DIGITAL PULSE MONITOR 


PHONOCARDIOGRAPH 
Designed for Open-Heart Surgical Procedures 


COMMON FEATURES 


e High reliability/accuracy 

е Simple operation 

ә Latest imported technology 
e Compact and elegant 


с Есопотіса! MANUFACTURED BY: 


G ELECTRONIC ENGINEERING CORPORATION 


Medical Systems Division, T-4, Vikram Sarabhai Estate, Madras-600 041. 


ә Quick delivery/service 


e One Year Guarantee 
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IN SINGLE OR MIXED WORM INFESTATIONS ..... 
The Single Dose, Family Anthelmintic 


NEMOCID 


TABLETS / SUSPENSION 
NEMOCID Roots Out 6 Different Kinds Of Intestinal Nematodes. 





* Ascaris lumbricoides (Roundworm) 

* Enterobius vermicularis (Pinworm/Threadworm) 
* Ancylostoma duodenale (Hookworm) 

* Necator americanus (Hookworm) 


* Trichostrongylus colubriformis and orientalis 
* Strongyloides stercoralis — (Whipworm) 





IN ANAEMIA DUE TO HOOKWORM INFFSTATION ... 
Eliminate The Hookworm With 


NE€mOCID me Co-Prescription To Haematinics 
“Тһе essential basis of treatment of anaemia is to remove the hookworms 
as soon as possible and fo give iron.” 


Ref: Karar Singh б C. C. Chaubal (1985) Trearmenr of Common Worm Infestations 
Drugs Dullerin, Vol. VIII, No. 2, pp. 8 





COMPOSITION & PRESENTATION : 
NEMOCID TADLETS 
Each tablet contains: Strip of 3 tablets 
Pyrantel pamoate equivalent to 250 mg of Pyrantel base Strip of 10 tablets 
NEMOCID SUSPENSION 
Each ml contains: боте of 10 ml. 


Pyrantel pamoate equivalent to 50 mg of Pyrantel base 


Made in India by : Promoted by : 

IPCA 

MEXIN MEDICAMENTS PVT. LTD. IPCA LABORATORIES LIMITED 
132/133, Veena Dalvai Industrial Estate Bombay-400 102. 48, Kandivli Industrial Estate Bombay-400 067. 
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Dolonex’ 


piroxicam Capsules 





the first non-steroidal, 
anti-inflammatory agent worldwide 


to provide 
rapid and sustained relief 
of pain, inflammation and stiffness | 
for 24 hours with once-a-day dosage 


See Summary of Prescribing Information on page 2 
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Dolonex: 


piroxicam Capsules 
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with опсе-а-йау dosage convenience 


| once-a-day 


piroxicam 
in NEU халы” 







Acute musculoskeletal disorders 
(e.g. Low back pain, Sprai 5, Bursitis, Tendinitis) 





Pain after operative intervention. 


~ Summary of Prescribing Information 
COMPOSITION — Dolonex 10 mg Capsules, piroxicam 10 mg per capsule. Dolonex 20 mg Capsules. piroxicam 20 mg per capsule. 
INDICATIONS — Rheumatoid arthritis, osteoarthritis ). ankylosing spondylitis, acute musculoskeletal disorders, acute gout, 
post-operative and post-traumatic pain, and primary dysmenorrhea. CONTRAINDICA TIONS — Active peptic ulceration. Hypersensitivity 
to the drug. Patients in whom aspirin or other nonsteroidal anti-inflammatory drugs (NSAIDs) induce symptoms of asthma, rhinitis, 
or urticaria. WARNINGS — Safety during pregnancy and lactation has not yet been established. PRECAUTIONS — Dolonex 


syndrome Y may 

not advised. Visual complaints during therepy should receive ophthalmic evaluation. DRUG INTERACTIONS — Sodium, potassium, and 
fluid retention caused by NSAIDs may interfere with action of diuretic agents. Effect of coumarin anticoagulants may be enhanced. Being 
highly protein-bound, Dolonex may displace other protein-bound drugs: plasma levels of lithium may be increased. Aspirin 
plasma levels of Dolonex. Concurrent antacids do not affect Dolonex plasma levels. ADVERSE REACTIONS —- Dolonex 
tolerated: Gastrointestinal symptoms are the most common, e.g. epigastric distress, nausea. abdominal pain; rarely. peptic ulceration and 


DOSAGE 
ankylosing spondylitis. 20 mg daily as a single dose. Acute musculoskeletal disorders: 40 mg daily in single or 
divided doses for first 2 days, 20 mg daily for the remaining 7 to 14 days Acute gout: 40 mg single dose, followed on the next 4 to 6 days 
by 40 mg single or divided daily dosage: Dolonex is not indicated for the long term management of gout. Primary dysmenorrhea: 
40 mg single « dose for first 2 days. 20 mg daily for 2-3 days thereafter. 


See Product Document for full prescribing information. 
*Trademark of Pfizer Corporation, Panama 

Licensed User — Euphoric Drugs Ltd. 
Manufactured in India by Euphoric Drugs Ltd. 





Omento plasty for lower limb ischaemia 


Divakar Shenoy H., Shenoy 5., 


Kumar S. 


Abstract 


Omento plasty is done for £ patients suffering from thrombo angitis’ 
obliterans (Buergers disease) after vasodilater drugs and lumbar sym- 
pathectomy failed. These cases were not suitable for direct arterial 
surgery. All the cases had complete recovery with relief from claudica- 
tion and rest pain. Two had complete healing of the lesion in the foot. 
A major amputation in the form of below knee could be avoided. 


Introduction: 


Inspite of great advances in the understand- 
ing of peripheral vascular diseases in general 
and lower limb ischaemia in particular, a defi- 
nite curative procedure for Buergers disease 
is not available. It is surprising to know that 
the first report on the condition that is now 
commonly called Buergers disease was made 
by Von Winniwarter in 1879, the same year 
in which Leo Buerger was born. After 1879, 
isolated reports appeared, but little progress 
was made until 1908 when Buerger brought 
out the detailed study of 11 amputated limbs 
and coined the word Thrombo angitis oblite- 
rans and published in 1924. This marked the 
beginning of wide spread interest in the 
peripheral vascular disease. Even though more 
than a century has passed since the disease is 
known, no definite treatment is available yet. 
The reasons are many fold. In Buergers disease 
the small and medium sized arteries of young 
men who are mostly smokers, develop pan vas- 
culitis and thrombo phlebitis and diseases 
progress. There is fibrosis in and around the 
vessels and ultimately the whole neurovascular 
bundle may be transformed to a fibrotic cord. 


Dr. Divakar Shenoy H.. 
Associate Professor in Surgery. 


Dr. Shenoy S., 


Dr. Kumar S., 
Asst. Professor, 


Kasturba Medical College, Manipal - 576119. 


Specially contributed to “The Antiseptic” 
Vol.87 (6) P. (279-282) 


The etiology of this disease is also not known. 
It looks like a reactive angiopathy, a reaction 
to some as yet unidentified irritant. Whether 
this is a immune response or not and if so, for 
what? is not properly understood. All these 
patients are nondiabetic, non syphilitic with 
normal lipoprotein profile. Vasodilators also 
do not help in all cases, because of fibrosis in 
and around the arteries they fail to dilate. 
Lumbar sympathectomy does not give long 
term relief as it causes only cutaneous vas- 
odilatotion. 


Hence in advanced T.A.O. cases who have 
intractable claudication rest pain, or gangrene 
of the part of the foot invariably end in below 
knee or above knee amputation. 


The use of greater omentum in revasculari- 
sation of various organs have been described’. 
It was Goldsmith (1967) who showed the use- 
fulness of omental transpositon of peripheral 
vascular insufficiency*, Caster and Alday also 
reported clinical success in using intact omen- 
tum in patients with ischaemic limbs.?. 


Meterials & Methods: 


All the 5 patients who underwent omento 
plasty had the benefit of peripheral vaso di- 
lators & lumbar sumpathectomy. All had in- 
teractable claudication. and rest pain. All the 
5 limbs were showing signs of ischaemia. 


Procedure: 


The greater omentum is detached from 
transverse colon. The omentum is placed on 
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Fig. (1) 
Sth toe missing. 4th gangrenous and lot of 





The greater omentum is detached & 
lengthened. 


traction by the operator, who seperates it away 
from the colon along the avascular line, 
whenever possible leaving the epiploic appen- 
dages attached to the colon. This can be done 
partly by sharp dissection. The oemtum is then 
separated from the greater curvature of the 
stomach from either side, retaining the gastro 
epiploic vessels outside or within the omental 
apron. The gastroepiploic arcade may be in- 
corporated in the mobilised omentum. The 





The lengthened omentum is brought out 
through the inguinal region. 





The omentum is placed subcutaneously and the 

| skin incision closed. 
omentum is lengthened as described by Das? 
so that it can be brought into the leg as far as 
possible, as shown in the figure. Then the 
ometum is brought out into the thigh through 
the inguinal region. Itis brought down through 
subcutaneous tunnel to the calf or ankle as far 
as possible. In two cases we could bring it to 
the ankle region and in three cases below the 
knee. 
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Fig. (7) 
The appearance of foot after 1 month. 
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Fig. (8) 
Signs of ischaemia, great toe already amputated 


The greater omentum is lengthened, 
brought out below the knee. 


TX 22 


Тһе omentum placed sub cutaneously. 
eRe ee г ee 
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Fig. (12) 
Foot lesion has healed completely. 


Results: 


All 5 patients had remarkable relief from 
claudication and rest pain. In two cases the 
foot healed completely. | 


Conclusion: 


Omentum plasty can be tried with benefit 
when all attempts of vasodilatotion like, drugs 
and lumber sympathectomy have failed. We 
do not know which patient will get relief but 
it is definitely worthwhile trying this procedure 
before contemplating on major amputation”. 


1. Thr greater omentum by D.Lieubermann - Meffert & Harvey 
White, Spriger - Verlag. Berlin Heidelberg New York 1983. ' 


2. Alday ES, Goldsmith HS (1972) Surgical technique for 
omental lengthening based on arterial anatomy. Surg. 
Gynaec. Obstc.135. 103-107. 


3. DASSK (1976) The size of the human omentum and methods 
of lengthening if for transplantation. Br.J.Plast.Surg. 29. 
170-174. 


JUNE '90 


4. Goldsmith HS 1967 Omental transposition for peripheral 5. Nishimeera A. Sano Е, Nakauishi Y, Koshino I, Kasai Y. 
vascular insufficiency. Rev.Surg. 24.: 379-380. (1977) Omental Transplantation for relief of imb ischaemia 
Surg. Form 28:213-215. 


* * * * * * 


A patient asthma that is well controlled with a high inhaled does of beclomethasone 
dispropionate has developed thrush on her vocal cord, What treatment is advised? 


High doses of inhaled steroids are important in treating bronchial asthma and usually 
need to taken for some months for their full therapeutic effects to effect including reduction 
in bronchial hyperreactivity. They are generally well tolerated with few important side 
effects. But all topical steroid preparations may lead to redness or soreness of the throat 
when inhaled and also cause trouble some hoarsensess or дџрћһопіа. 


The reported incidence of oropharyngeal candidiasis varies from 0% to 77% in patients 
taking inhaled steroids. 


Differences in diagnostic criteria may confuse interpretation. Candida is a usual inhobit- 
ant of the normal oropharynx and most patients in whom throat swabs show candida 
will not develop any symptoms. Clinical evidence of faucial thrush is usually found in 
about 5-10% of adult patients and the incidence probably increases with increasing daily 
dose, a greater duration of treatment, and possibly poorinhaler technique and increased 
frequency of administration. Candidiasis probably. relates to local deposition of steriod 
and this may be reduced by using a large volume spacer device - for example, Volumotric 
for beclomethasone dipropionate and Nebuhaler far budesonide. | 


Dysonia may occur in patients inhaling propelignt lone but is commoner in patients 
taking inhaled steroids and may be related tothe, dose. lt. occurs. independently 
oropharyngeal candidiasis. It has been reported iñ up ба о half of patients treated. Voice 
stroin is a possible contributing factor. On c ) S he larynx 9 characteristic abnor- 
mality has been described, and it is suggested that this reversible, bilateral adductor 
vocal cord myopathy is more often the cause of фуѕрћопіа than candidal infection. The 
incidence of this abnormality, however, is not knqun. Hoarseness is mre in patients taking 
oral corticosteroids and probably dysphonia relates to deposition of aerosol on or near 
the cords. 


If inspection of the laynx shows clinical evidence of candida then antifungal treatment 
including amphotericin lozenges in combination with nystatin mouthwash is usually effec- 
tive. If laryngoscopy is difficult to arrange then antifungals are probably worth o trial 
together with the other usual strategie which include mouth rinsing and gargling with 
tap water or mouthwash, changing to a powder form of inhaled steroid, using a large 
volume spacer device and reducing the dose. Only rarely is it necessary to stop the 
inhaled steroids. A short course of oral prednisolone may then be required. It may then 
be possible to reintroduce inhaled steroids in the same or a lower dose. 


[BMJ Vol. 299 Dec. 89] 


* * * * * * 
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The oral ~ OW E. 


aminopenicillin 
with substantial — 
advantages +- я 
to treat a б 4 # COMPOSITION 
CAPSULES : 
variety of clinical - Each capsule contains : 
conditions, Amoxycillin 250 mg 
E and Amoxycillin 500 mg 
F (as Amoxycillin Trihydrate I.P.) 
SYRUP: 
When mixed each 5 ml of the 
prepared syrup contains 


225% Amoxycillin Trihydrate В.Р. 
8-2. equivalent to 125 mg of 
EN a Amoxycillin 
PACKING 
CAPSULES : 

250 mg, 500 mg 
strips of 6 capsules 
SYRUP? 

Phials of 40 ml 


Detailed prescribing information 
available on request. 


EAST INDIA 

PHARMACEUTICAL 

WORKS LIMITED: 

| Street, 

» uv" CLARION C-EIP/FMX-2 







6 Little 
~, Calcutta 
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NEPOCLOX | 





Capsules of Ampicillin & Cloxacillin 
THE BENEFICIAL ANTIBIOTIC COMBINATION 


A tik Product 





* Effectively resists Betalactamase 
* Eradicates a wide range of pathogens. 
Marketed by 
TTK PHARMA LIMITED 


8, Old Trunk Road, MADRAS - 600 043. 
INDIA. 


Quest For Better Health 
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FIRST LINE TREATMENT FOR MAJORITY OF THE 





POLYCYSTIC OVARIAN DISEASE PATIENTS 





COMPOSITION Each tablet contains Clomiphene Citrate B.P 50 mg. ні an gucion, 1 " i 
€ 






















INDICATIONS : Women ө OVOFAR is indicated in the treatment of ovulatory failure 55: Y gu s : S 

in patients desiring pregnancy. whose husbands have adequate sperm, and who have у eip езіп ў 791 zn 

potentially functional hypothalamic-hypophyseal-ovarian systems and adequate ) rH 1 anc Vo? 29° 224 

endogenous oestrogen € Polycystic ovarian disease. Geta) ge vo ' ACH 
. 22 Lr .. 


Men Several investigators have tried clomiphene in subfertile oligospermic males with 
encouraging results 


DOSAGE Women е The usua! dose is 50 mg or one tablet of OVOFAR daily for 5 days, 
starting on or about the 5th day of the menstrual cycle or at any time if there is amenorrhoea. 
It ovulation occurs but is not followed by pregnancy the course may be repeated upto a total 
of Есусіев. If ovulation does not occur, à course of 100 mg daily for 5 days may be given 
andrepeated twice if necessary. Higher doses or prolonged treatment may lead to ovarian 
enlargement, but doses upto 250 mg daily have been given. e Patients with polycystic 
ovaries should be given a lower dose, i.e. 25 mg or half tablet of OVOFAR daily or as 
directed by the physician. 


Men 25 mgorhalftabietof OVOFAR daily for 24 days followed by a rest period for 5 days. 
This treatment should continue for 6 to 9 months or as directed by the physician. 


CONTRA-INDICATIONS ө Pregnancy. е Abnormal vaginal bleeding o! undetermined 
ongin. € Neoplastic diseases of the genital tract. е Fibroid tumours of the uterus. 

е Ovarian cyst other than polycystic ovary. € Liver disease or history of liver dysfunction. 
е Endometrial carcinoma. 





PRESENTATION Strip of 5 scored tablets. 
For other details, refer Pack Insert. 


5% g SS 
Wf INFAR (INDIA) LTD. 


іст 38. Chowringhee Road 
INFAR Саісийа-700071. 
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Recurrent | 
urogenital complaints 


in elderly 
women 





Evaton 


(The succinate ester of the natural estrogen, Estriol) 


Reduces 
recurrent 
urogenital 
infections 





Restores  : | Helps 
functional = | to prevent 
vaginal 8 | urinary 
mucosa incontinence 


Composition : Each EVALON tablet 
contains 2 mg estriol succinate. 
Indications : Estrogen deficency 
symptoms associated with the natural or 
surgical menopause, e.g.. hot flushes, 
atrophy of the genito-urinary tract 


weeks to reach the maintenance level of 
2-4 mg per day 
N.B : Dosage may be adjusted according 


Presentation : 3 blister stnps x 10 tablets 


to the requirements of the individual patient. 





and 
Reactions —feler Pack Insert. 


Manufactured under licence from 


€-— N.V. ORGANON 
HOLLAND 


Further information 
available on request from 


ў = INFAR AC Aia 


INFAR Calcuta, 700 071. 
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Double - blind, comparative evaluation of 
PROSOBEE and NUSOBEE in Indian children 
suffering from diarrhoea. 


Sankaranarayanan V.S., Bhaskar Raju B., Sumitra Muthaiya, iaiya, 
Jha R.J., Raghu C.N., Navani S.R., Oke V.G. 


Summary 


The efficacy, safety arid acceptability of NUSOBEE, a new lactose- 
free, sucrose-free, milk-free realimentation diet for infants in Indian 
children suffering from diarrhoea was compared with Prosobee - a world 
known formulation with similar properties and constituents, using a 
double-blind randomised design. 30 hospitalised children (15 in each 
group) were given either Nusobee or Prosobee as per randomisation 
schedule at the doses recommended by the manufacturer. Clinical 
examination was carried out prior to administration of either Prosobee 
or Nusobee. Frequency of stools, vomits, stool weight, status of dehyd- 
ration were recorded at admission and every day until complete recovery 
or for a maximum period of 20 days. Both groups were well matched 
in respect of age, sex distribution, body weight, stool frequency, stool 
weight and duration of diarrhoea. Following treatment, percentage re- 
duction in a stool frequency and stool weight was greater in Nusobee 
group than Prosobee group. The mean body weight of patients in Pro- 
sobee group remained almost the same, whereas it showed marginal 
increase in Nusobee group. Duration of hospital stay was almost the 
same for both groups, but the time taken for complete recovery was 
less with Nusobee (6 days) than Prosobee (8 days). Tolerability of both 
feeds was good in all cases according to physician and mothers of pa- 
tients. None of the patients showed side effects. The biochemical 
parameters of patients of both groups were within normal physiological 
limits. Our study showed Nusobee to be as effective as or marginally 
superior to Prosobee in Indiàn patients suffering from Diarrhoea. 


Dr. Sankaranarayanan У... ., Introduction 


Dr. Bhaskar Raju B.. 

Dr. Sumitra Muthaiya, 

Paediatric Gastroenterology unit, 

Institute of Child Health and Hospital for Children, 


Protracted diarrhoea constitutes a signific- 
ant problem! in pediatrics and poses a real 
enigma’ to most of the pediatricians especially 


Madras. India. in the selection of the most suitable diet for 
Dr. Jha R.J., rehabilitation in those wasted infants who 
Dr. Raghu C.N., often show varying degree of intolerance to 
Dr. Navani S.R- usual feeds especially the lactose/sucrose con- 
Dr. Oke, V.G. taining ones^^. Even a brief episode of diar- 
Division of Clinical and Experimentai Reaserch. rhoea leads to the loss of 1 to 2 percent of 
Wockhardt Limited, Bombay 400 018, India. body weight per day”. 

Specially contributed to “The Antiseptic” Lactose intolerance plays a major role in 
Vol.87 (6) P (283-287) both acute and protracted diarrhoea in chil- 
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dren. Intolerance to milk sugar, lactose has 


been demonstrated in as high as 76% cases of 


acute and chronic diarrhoea in children?. In 
addition, clinical trials both in India and ab- 
road have shown that lactose-free diet adminis- 
tered during the acute phase of chronic diar- 
rhoea shortens the duration of illness and de- 
creases the stool output whether or not there 
is a clinical evidence of lactose intolerance 6, 


Prosobee is a lactose-free, sucrose-free 
soya-based infant food marketed by Mead 
Johnson abroad. Based on this international 
formulation, Nusobee was manufactured and 
standardized as an improvised formula usin- 
gindigenous ingredients and technology. We, 
therefore, evaluated the clinical efficacy and 
safety profile of Nusobee versus Prosobee in 
Indian children suffering from diarrhoea. 


Materials and Methods 


Thirty newborn babies (infants and chil- 
dren up to the age of 2 years) with chronic 
diarrhoea with or without mild to moderate 
dehydration were included in the study. A re- 
cord was made of the duration of diarrhoea, 
type and number of stools passed per day, du- 
ration and frequency vomiting, with relation 
to feeds if any, and constitutional symptoms. 
All patients were subjected to routine clinical 
examination for assessment of their general 
condition, vital parameters (pulse, tempera- 
ture, respiratory rate), degree of dehydration, 
body weight, abdonimal girth and other relev- 
ant systemic findings. Patients with surgical 
and non-infective causes of diarrhoea and 
vomiting, infants who were very sick with se- 
vere sepsis, renal disease, and surgical prob- 
lems were excluded from the study. All the 
patients меге hospitalised. 


On admission, the patients were subjected 
to routine biochemical investigations including 
hematocrit and serum electrolytes- sodium, 
potassium, chloride and bicarbonate - estima- 
tion. Routine stool examination and stool cul- 
ture were done in all cases. Oral rehydration 
solution was administered to patients with de- 
hydration according to WHO recommenda- 
tions, if necessary. Appropriate specific treat- 
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ment for diarrhoeas including microbicidal 
agents and parenteral supportive measures like 
blood, plasma and T.P.N. as per infants’ need 
were instituted, and the record was main- 
tained. | 


The eligible patients satisfying all inclusion/ 
exclusion criteria were assigned to one of the 
two regimens (Nusobee or Prosobee) on the 
basis of a predesigned random schedule after 
weaning them from parenteral fluids. The doc- 
tor who administered the feeds according to 
the manufacturer's recommendations was dif- 
ferent from the doctor who recorded the every- 
day parameters for the clinical study. The feeds 
were continued till complete relief was 
achieved or for a maximum period of twenty 
days. A complete record of the amount of each 
food, frequency of feeds and their tolerance 
was made by the doctor administering the 
feeds. 


Following parameters were recorded daily, 
till the day of complete relief, for the purpose 
of evaluation: 


. Frequency and output of stools 

. Frequency and output of vomiting 

. General condition and vital parameters 

. Degree of dehydration | 

. Body weight 

. Abdominal girth 

. Any other relevant clinical findings 

. Amount, frequency and tolerance of for- 
mula feeds 

9. Intravenous infusions and specific anti- 

diarrhoeal treatment. 


The day when the infant formulas could be 
substituted by normal food, was recorded as 
the day of relief. 


Biochemical investigations апа stool 
examinations were repeated on the day of re- 
lief. However, the children were kept under 
observation in the hospital for a few days more 
after the day of relief and a record was made 
of the total duration of hospital stay. Tolerabil- 
ity of the trial feeds, as expressed by the 
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mothers of the patients and the attending 
supervisor was recorded. 


Results 


30 patients (15 in each group) completed 
the study. The profile of baseline demographic 
variables presented in Table 1 shows that both 





groups were well matched in respect of age, 
body weight, stool frequency, stool weight, du- 
ration of diarrhoea and sex distribution. 


Table - 1 


Baseline demographic variables 


Characteristic Prosobee Nusobee Statistical Signi- 


ficance (P-level) 


No.ofpatientscompleted 15.0 15.0 

Sex Males 8.0 7.0 N.S. 
Females 7.0 8.0 

Age (Months) Average 132 15.7 N.S. 
S.D. 6.78 9.75 

Body Weight Average 5.8 5.9 N.S. 
(Kg) S.D. 0,96 0,75 

Stool Frequency Average . 5.1 4.0 N.S. 
S.D. 2.03 1.46 

Stool Weight Average 153.3 146.7 N.S. 
(gms) S.D. 54.17 4518 

Duration of Diarrhoea 

(Days) Average 15.6 13.5 N.S. 

S.D. 8.02 8.68 


Mean percentage reduction in stool fre- 
quency, and stool weight depicted in figures 1 
and 2 reveal that the magnitude of mean per- 
centage reductions in both variables were 
larger in Nusobee group than Prosobee group. 
But the differences were not satistically sig- 
nificant. 


The body weight of children in Prosobee 
group remained almost the same whereas it 
showed a marginal increase in Nusobee group 
(Fig 3). However, the differences between two 
groups did not reach satitstical significance. 


Figure 4 depicts the mean duration of hos- 
pital stay and mean time taken for complete 
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PROSOBEE NUSOBEE 
Figure 1: Mean percentage reduction in stool 


frequency. Difference between 2 groups not 
statistically significant. 
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PERCENTAGE REDUCTION IN STOOL WEIGHT 
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NUSOBEE 


Figure: 2 Mean percentage reduction in stool weight. Difference 
between 2 groups not statistically significant. 


recovery by patientsin both groups. It can be 
seen from this figure that although the duration 
of hospital stay was almost the same in both 
groups, the patients in Nusobee group 
achieved complete recovery in a shorter period 
of time (6 days) than those in Prosobee group(8 
days). These results were not statistically sig- 
nificant. 


9 patients in Nusobee group and 8 patients 


‚ in Prosobee group had mild to moderate de- 


hydration at the time of admission. The dis- 
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Figure: 3 Mean gain in body weight. Difference between 
2 group not statistically significant 
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NUSOBEE 


PROSOBEE 
Figure; 4 Mean duration (іп days) of hospital stat whole tars) 
and Mean time taken tin days) for complete recovery isunded 
ееп 2 groups not 


portions} 
significant, 


tribution of patients with mild to moderate 
dehydration, before and after therapy, in both 
groups is presented in Table 2. It can be seen 
from this table that 8 out of 9 patients in 
Nusobee group as against 4 out of 7 patients 
in Prosobee group were properly rehydrated 
after therpay. 


5 patients in Nusobee and 6 patients in Pro- 
sobee group required additional IV infusion 


Table - 2 





Degree of Dehyration: 
Before therapy and after therapy 
Group Dehydration (mild to mod.) present 
Before Therapy After Therapy 
Prosobee 7 3 
Nusobee 9 l 
Table - 3 


Additional infusions required before therapy & 
continued till end 





Group Additional I. V. Infusions 

Atthe Beginning Continued till End 
Prosobee 6 2 
Nusobee 5 1 


during initial period of the trial. However, the 
same was required to be continued only in 1 
patient taking Nusobee and 2 patients taking 
Prosobee (Table 3). 





Table - 4 
General condition of patients: 

Before and after therapy 
——— 
Group Before Therapy After Therapy 

Good Fair Poor Good Fair Poor 
Prosobee 0 M le, 2 12 | 
Nusobee 0 14 Es. 10 Ü 





Table 4 gives the distribution of general 
condition of patients graded as good, fair and 
poor before and after therapy. It can be seen 
that there was a favourable shift in general 
condition of all patients in Nusobee group. In 
Prosobee group, 1 patient was adjudged as 
poor even at end of therapy. 
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Tolerability of both Prosobee and Nusobee 
was adjudged as good in all cases by physician 
as well as mothers of patient. 


Discussion 


Controversies about the role of feeding 
during the actue phase of diarrhoeal illness 
existing for the past six decades! “һауе fortu- 
nately been resolved in favour of administra- 
tion of soyabased, lactose-free infant diets dur- 
ing acute phases of diarrhoea". Well planned 
clinical studies have demonstrated an effective 
shortening of the duration of diarrhoea with 
considerable reduction in stool output follow- 
ing administration of soya-based, lactose-free 
formula during diarrhoeal illness". Very few 
such commercial preparations have been 
documented to be effective and safe for the 
treatment of malnutrition during diarrhoea’. 
In fact in a country like India, where there is 
a high incidence of child mortality and morbid- 
ity following diarrhoeal illness, the acute need 
for an infant food free from milk proteins and 
disaccharides cannot be overemphasized, 
especially if it can be made indigenously and 


made available in even the most remote parts: 


of the country. 


NUSOBEE is an indigenously manufac- 
tured soya-based, lactose-free, maltose-free, 
sucrose-free infant food and is demonstrated 
to have an international standard in in-vitro 
studies (physical and chemical characteristics). 
It can be stored under different weather con- 
ditions prevailing in our country at room temp- 
erature without any stability problems. In our 
study, Nusobee demonstrated an equal or per- 
ceptibly superior efficacy in reducing both total 
frequency and stool output (weight) in com- 
parison to Prosobee in Indian children with 
diarrhoea. 


Nusobee fed children also demonstrated a 
marginally larger weight gain in comparison 
to Prosobee. Even the mean duration for com- 
plete recovery was a little shorter in Nusobee 
group. This mathematical superiority, how- 
ever, was not statistically significant; probably 
the sample size was not large enough to bring 
out the difference statistically. This marginal 


superiority witth excellent tolerance led to ac- 
ceptability of this new preparation - Nusobee 
in all patients. 


Conclusion 


Nusobee demonstrated clinically superior 
or equal efficacy than Prosobee and excellent 
tolerance in Indian children suffering from 
diarrhoea. Nusobee, having an improvised for- 
mula over Prosobee, thus stands up to the high- 
est international standards of lactose-free in- 
fant formulae. 
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Amoxicillin Trihydrate) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 

Dry Syp.: 125 mg./5 ml. 
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AMPILOX 


(Ampicillin + Cloxacillin) 
Caps.: 250 mg. each of Ampicillin & Cloxacillin 
Injs.: 125 mg., 250 mg. & 500 mg. each of 

Ampicillin and Cloxacillin in vials 
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(Ciprofloxacin) 
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(Doxicvclime Hel.) (Amikacin Sulphate) (Norfloxacin) 
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teaspoonsful (5-10ml) every 6 hours. Children over 6 years: '/;-1 teaspoonful (2.5-5ml) every 6 
hours. Children from 1 to 6 years: '/, - '/; teaspoonful (2.5ml) every 6 hours. 


Rx 
® 
ESKOLD Expectorant - Formulated to match your expectation 
Further information is available on request: Р.В. No. 2. Bangalore 560 049 


EskayPharma 
A Division of Eskayef Limited 


OEskayef Limited 
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Ж Short course treatment 
m Single daily dose convenience 
m Goodtoleration 


Summary of Prescribing Information  . 

COMPOSITION - Fasigyn 500 Film-coated Tablets: tinidazole 500 mg per tablet. INDICATIONS - Intestinal and hepatic amebiasis, 
giardiasis, urogenital trichomoniasis, prevention and treatment of anaerobic infections. CONTRAINDICATIONS ~ Blood dyscrasia: 
organic neurological disorders; pregnancy (first trimester); lactation; hyersensitivity to tinidazole. PRECAUTIONS ~ Alcoho! 5 
consumption should be avoided during treatment period. ADVERSE REACTIONS - Gastrointestina! such as nausea, vomiting, 
anorexia, metallic taste; rarely hypersensitivity, and leukopenia. DOSAGE - The-maximum daily dose is 2g. Intestinal amebiasis: 
adults — Usual dose is 2g once дайу/ог 3 days, which may be extended to 6 days if necessary; children - 50 to 60 mg/kg once daily 
for 3 days; hepatic amebiasis: adults - Usual dose is 2g once daily for 2 10 3 days, which may be extended to 6 days if necessary; 
children — 50 to 60 mg/kg once daily for 5 days; giardiasis: adults - 2g single dose; children - 50 to 75 mg/kg single dose: 
trichomoniasis: adults - 2g single dose, children - 50 to 75 mg/kg single dose: treatment of anaerobic infection: adults — 2g initially 
followed by 1g daily for 5 to 7 days; prevention of postoperative anaerobic infection: adults - 2g single dose 12 hours before surgery. 
Note: The film-coated tablets of Fasigyn 500 should be swallowed whole, without breaking or chewing, to avoid bitter taste. 


See Product Document for full prescribing information (available on request) 
* Trademark of Pfizer Inc., U.S.A. Euphoric Drugs Ltd - Licensed User 
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Euphoric Drugs Ltd 

(A wholly owned subsidiary of Pfizer Ltd) 

Read. Office: Express Towers, Nariman Point, Bombay 400 021. 
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last three days”. - R.M.O. Maternity & Surgical Home, Bombay. Bn 

(2) Erosive Duodenitis (a pre-ulcerative stage): A 25 years old House Physician working in | 
Gastro-Enterology Department at a leading Medical College Hospital, Bombay, was 
diagnosed as a case of ‘deformed Duodenal Cap’ suggestive of Duodenitis. At a Cancer 
Hospital Upper Gastro Intestinal Tract Endoscopy confirmed the diagnosis as Erosive 
Duodenitis 
Treatment: With Cimetidine and Sooktyn (Alarsin) 3 tabs tds for 10 weeks, patient was. 


symptom free. But there was relapse after 6 weeks. He was put only on SOOKTYN 4 tabs 
tds. Totally symptom free after 4 weeks. For the last 12 weeks there is no relapse. 
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Sooktyn in management of acid peptic disorder 


Avinash Shanker. 


Abstract 


Clinical efficacy of Sooktyn an indigenous drug evaluated and com- 
pared with presently used histamine 2 receptor blocking agent Rantidine 
reveals - therapuetic superiority of Sooktyn over histamine 2 receptor 
blocking agent, ie 92% patients on Sooktyn achieved 100% cure of the 
disease while only 86% patients on Rantidine. 


.. No patient on Sooktyn needed any adjuvant therapeutic aid though 
69% patients on Rantidine needed mild laxative to alleviate constipation 


& its sequelae. 


No patient on Sooktyn showed any recurrence or relapse in 6 months 
of post therapy follow up while 26% patients on Rantidine had recurr- 
ence or withdrawal effect and they too responded well to Sooktyn 


therapy. 
Introduction 


Eructation, heart burn, pain in abdomen 
with nocturnal exacerbation and radiation to 
back are the commonest complaints encoun- 
tered in day to day practice irrespective of 
socio-economic status & sex. The above man- 
ifestations are due to acid-peptic disorder for 
which there is a wide ranged therapeutic ar- 
mamentarium ie from antacid to recent his- 
tamine 2 receptor blocking agent, Rantidine. 
But failure to achieve permanent cure & re- 
currence of the symptoms with the present 
therapeutic agents & surgical intervention 
compelled us to study such drugs which regu- 
late gastric acid secretion rather than suppress 
acid secretion and also protect mucosal lining 
and potentiate mucosal immunity. 


Hence considering frequent recurrence of 
the symptoms, withdrawal effect of present 


Dr. Avinash Shanker MBBS.. DCH.. DR.PED.. FRCP.. PH.D.. 
FICP.. FNCP.. FRSM.. ҒАСР.. FIAP.. FACG.. FCCP. 

Medical Director. 

RA. Hospital and Research Centre, Warisali Ganj. 

(Affl. The International University, 

5. Noland, Missouri, U.S.A) 


Specially contributed to "The Antiseptic" 
Vol. 87 (6) P. (288-290) 


Vol. 87 No. 6 


THE ANTISEPTIC 


therapeutic regime, cost of therapy & socio 

economic status of the patient, an indigenous 

drug SOOKTYN whose efficacy in hyper- 

chlorhydria management is well documen- 

ted? & ^ has been comparatively evaluated 

for its clinical efficacy & safety margin in man- 

agement of Acid peptic disease as compared 

to histamine 2 receptor blocking agent. 
Ranitidine. 


Meterial & Method 


200 patients of age group 25 yrs to 55 yrs 
presenting with complaints suggestive of Acid 
peptic disorder attending gastro-enterology 
clinic of RA. Hospital & Research Centre, 
Warisaliganj (Nawada) during Aug. 88 to Dec. 
88 were selected for evaluation of clinical effi- 
cacy & safety margin of the drug SOOKTYN 
as compared to H2 receptor blocking agent 
Rantidine. 

Sooktyn contains the following :- 


Each tablet of Sooktyn contains in mg.: 


Sookty Bhasma (Ostrea Gryphoides) 112.5 mg 
Karpur kachali (Hedychium spicatum) 80.0 mg 
Jatamansi (Nardostachya jatamansi) 40.0 mg 
Ganthoda (Valeriana wallichii) 30.0 mg 
Khurasani ajmo (Hyocymus niger) 30.0 mg 
Kel pan rakh (Musa saientum salt) 30.0 mg 
Vacha (Acorus calamus) 10.0 mg 
Dhatura na pan (Datura stramonium) 5.0 mg 
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Criteria for selection of patients : 


1. Patient having pain in epigastrium varying 
with food & vomiting. 

2. Nocturnal pain waking up. 

3. Patient with acute exacerbation. 


4. Patient with pathological investigation 
suggestive of Acid peptic disorder. 


All the patients selected were such or had 
undergone augmented Histamine test, Barium 
meal examination, Gastroscopy and confirmed 
cases were classified in two groups A & B 
comprising of 100 cases in each. 


Group A patients were administered Sooktyn 
as per following dose schedule : 


Sooktyn 2 tab three times daily hr. after 
food for 3 months. Group B were administered 
H2 receptor blocking agent Rantidine 150 mg 
morning & evening with other supportive 
therapeutic aid. Patients were followed up for 
6 months at weekly intervals & improvement 
recorded and checked for any relapse or re- 
currence as per following index of assessment. 


“Subjective Improvement Score 


1. Subsidence at epigastric pain & dyspepsia 

2. Disappearance of heart burn & acid regur- 
gitation. 

3. Prolonged pain free interval. 

4. Relief from nocturnal pain. 

5. Ability to return to routine work. 


Clinical improvement scores 


1. Disappearances of tenderness in the 
epigastric region & rt. hypochondrium. 


2. Improvement of patient’s general condi- 
tion. 


3. Increase in weight. 
Safety margin assessed as 


1. Post therapy constipation 
2. Indigestion 


Augmented Histamine test, Barium Meal 
X-ray and Gastroscopy were repeated in all 


the patients under study after 1 month of drug 
administration. 


Clinical response was graded as 


GradeI- Complete disappearance of signs 
& symptoms. No recurrence of 
symptoms during 6 months of post 
therapy followup. Augmented 
Histamine Test showing signifi- 
cant reduction of basal acid secre- 
tation. Disappearance of ulcer. 
crater on Endoscopy or Ba. meal 
X-ray. 


Gradell- Good subjective improvement. 
Reduction of basal acid secretion. 
Persistance of ulcer crater. Recur- 
rence of symptoms after treatment 


withdrawal. 


Grade III- Subjective improvement. Persis- 
tance of ulcer crater. No reduction 
of basal acid secretion. Recur- 


rence on treatment withdrawal. 


Observations and Result 


92% & 8% patients on Sooktyn therapy. 
showed grade I & grade II recovery where- 
as 86% & 14% patients on Rantidine 
showed grade I & grade II recovery res- 
pectively. 


69 patients of group B (pt. on Rantidine) 
complained of constipation and increase of 
pain after 4 hrs of food, uneasiness and 
abdominal distension which relieved on 
mild laxative & carminative (DIGEX) 
administration whereas none of group A 
needed any additional therapeutic aid. 


None of group A had any recurrence or 
relapse of the diseases, whereas 26 patients 
of group B had recurrence after 3 months 
of withdrawal of therapy but responded 
with Sooktkyn showing grade I recovery. 


In post therapy followup none of group A 
needed any therapy whereas 50% on 
Rantidine needed therapy for heaviness in 
abdomen & giddiness. 
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LINE DIAGRAM OF 2-D.ECHO 
Disscussions - 


Gasric acid secretion & mucosal resistance 
are two factors which determine the ulcer de- 
velopment”. 


Present therapeutic regime either suppres- 
ses acid secretion or neutralises the acid pre- 
sent in stomach, hence recurrence and worse- 
ning of the disease is most common. 


Present study reveals - 


Patient of acid peptic disorder on Sooktyn 
show better clinical response than patients on 


* * * 


H2 receptor blocking agent Rantidine - with- 
out any relapse or untoward effects during 
therapy & 6 months of post therapy follow up. 


This clinical supremacy can be attributed to - 


Sooktyn regularises the gastric acid secre- 
tion & increases the mucosal resistance rather 
than suppression of acid secretion by receptor 
block. 


In addition Sooktyn also improves the in- 
testinal juice secretion and aids normal absorp- 
tion hence prevent post gaseous reflex hyper- 
chlorhydrea. 
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* * * 


In the fourth century BC Alexandrian anatomist, Herophilus called the ovary the "female 
testicle’. This label persisted into mediaeval time: the illustration by "the father of modern 
anatomy, Vesalius, in 1543 shows ovaries with epididymides. In 1679 de Огоо. proved 
that the ovary produces eggs and is not a testicle. 


[BMJ Vol. 299 Oct. 89] 


* * * 


Chest physicians may continue to lay claim to the longest word in the England 
language? pneumonoultramicroscopicsilicovolcanoconiosis. 


* * * 


[BMJ Vol. 299 Oct. 89] 
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Acute abdomen: А rare presentation of 


tuberculous peritonitis 


Jain U.K., Sushil Kumar, Pawan Sood, Mishra S.K. 


Summary 


Three cases of peritoneal tuberculosis presenting as acute peritonitis 
are reported. The diagnosis was made on laparotomy due to presence 
of straw coloured ascitic fluid and multiple peritoneal and omental 
tubercles, which was confirmed by omental and/or peritoneal biopsy. 
Evacuation of fluid and closure of abdomen without drainage was done 

- and post-operatively full course of anti-tubercular drugs were given. 


Key Words : Acute Abdomen, Tuberculosis, Peritonitis. 


Prevalence of tuberculous peritonitis in the 
community is 6.3%? among cases of abdominal 
tuberculosis. The onset is usually insiduous. 
Abdominal pain (9376), fever (6376), gastroin- 
testinal upset (60%), weight loss (16%) and 
ascites (59%) continue to be the most common 
findings". Occasionally the onset is acute and 
presenting as acute peritonitis and diagnosis 
being made on laparotomy. In year 1989 we 
have encountered 3 cases of acute abdomen 
in which laparotomy revealed tuberculous 
peritonitis to be the cause of this acute abdo- 
men. 


Case - I: 


A 26 years old female presented with se- 
vere abdominal pain, vomiting. not passing 
faeces and flatus for last 3 days. She was dehyd- 
rated, abdomen was distended with generali- 
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sed tenderness and rigidity. Total leucocyte 
count (TLC)- 10,600/emm, Differential leuco- 
cyte count (DLC)-Polymorphs (P) - 6576. 
Lymphocytes (L) - 35%. Erythrocyte sedimen- 
tation rate (ESR) - 62 mm in first hour (Win- 
trobe). A skiagram of abdomen taken in errect 
posture showed dilated small bowel loops with 
multiple fluid levels. A clinical diagnosis of 
acute small bowel obstruction was made. 
Laparotomy was performed. Ascites, multiple 
peritoneal tubercles and adhesions to intestinal 
loops were found. Ascitic fluid was removed. 
adhesionolysis and omental biopsy were per- 
formed and abdomen was closed without 
drainage. Histopathology of omentum re- 
vealed multiple tubercular granulomas com- 
posed of central caseous necrosis surrounded 
by inumerable lymphocytes, epitheloid cells 
and Langhan's giant cells. The histopatholog- 
ical findings were confirmed by presence of 
acid fast bacilli on acid fast staining of the 
sections. 


Case - П : 


A 38 years old female presented with ab- 
dominal pain, vomiting, fever and gradually 
increasing distention of abdomen for last 5 
days. Abdomen was not distended with 
generalised tenderness and guarding, 
alongwith the clinical evidence of free fluid in 
the peritoneal cavity. Her TLC was 9,600/ 
cmm; DLC : P- 70%, L- 28%, E- 2%, and 
ESR - 50 mm in first hour (Wintrobe). The 


skiagram of abdomen in erect posture showed 
hazyness in the abdomen and multiple fluid 
levels. Clinical diagnosis of acute peritonitis 
was entertained. On laparotomy, ascites, mul- 
tiple peritoneal tubercles and adhesions were 
found. Intestines were adhered to omentum. 
Peritoneal toilet, lysis of adhesions and omen- 
tal biopsy were performed and the abdomen 
was closed without drainage. Histopathology 
of omentum showed tubercular granulomas 
confirmed on acid fast staining. 


Case - Ш: 


A 18 years boy presented with fever for 
last 10 days; abdominal pain, vomiting and 
distension of abdomen for last 3 days. He was 
dehydrated. Abdomen was distended with 
generalised guarding and tenderness. TLC was 
12,300/cmm, DLC : P- 68%, L- 30%, E- 02% 
‚ and ESR - 58 mm in first hour (Wintrobe). А 
skiagram of abdomen in erect posture showed 
distended small bowel loops with multiple fluid 
levels. Clinical diagnosis of enteric perforation 
with peritonitis was made. Laparotomy was 
performed. The abdomen was found to be full 
of straw coloured fluid with multiple peritoneal 
tubercles. Intestinal loops were adhere to each 
other. After removing ascitic fluid and adhe- 
sions the abdomen was closed without drain- 
age. Post-operatively patient was given anti- 
tubercular chemotherapy. The diagnosis of 
tuberculosis was confirmed by omental biopsy. 
The patient improved dramatically on anti- 
tubercular drugs. 


Disscussion: 


Tuberculous peritonitis usually presents 
with chronic abdominal symptoms and rarely 
presents acutely (in 6% of cases)? and may 


* * * 


simulate an acute abdominal condition like 
acute appendititis or acute cholecystitis?, 
pyogenic peritonitis! or perforated duodenal 
ulcer^. Our cases presented with features of 
acute intestinal obstruction with peritonitis. 
Diagnosis of tuberculous peritonitis was made 
on laparotomy and confirmed by histopathol- 
ogy. Treatment includes evacuation of 
peritoneal fluid, adhesionolysis, peritoneal 
and/or omental biopsy and closure of abdomen 
without drainage to prevent formatio" of 
peritoneocutaneous fistula". Postoperatively 
full course of anti-tubercular chemotherapy 
should be given. Corticosteroids may be added 
to prevent adhesions”. Our all three patients 
received a complete course anti-tubercular 
chemotherapy and responded very well. 
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* * * 


Rare manifestations of common diseases are commoner than common manifestations 


of rare diseases. 


* * * 
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Left Ventricular Aneurysm = A case report 
Ignatius Chakravarthy, Swaminathan R.P. Sethuraman K.R., Das А.К. 


A case of left ventricular aneurysm was 
presented for its rarity. The special feature of 
this case was that the size of the aneurysmal 
cavity was equal to the left ventricular cavity 
and the marked precordial dyskinesia. 


/ 


Introduction 


Circumscribed non-contractile outpouch- 
ing of the ventricle is called ventricular 
aneurysm. First description of it came from 
Hunter in 1757. Sternberg was the first one to 
correlate left ventricular aneurysm with that 
of coronary artery disease (1914). Parkinson 
et al made an excellent study and review of it 
in 1938. Cooly et al reported the first excision 
of LV aneurysm in 1958. 


Case Report 


Mr.R.S. 65 year old male patient presented 
with history of dyspnoea on exertion and an- 
gina of effort of 3 months duration. He was 
not a known diabetic, hypertensive, alcoholic 
or smoker. He had severe chest pain and ECG 
documented anterior wall infarction 4 months 
back. On clinical examination the patient was 
well built and moderately nourished. The pulse 
rate was 86/mt regular, felt in all peripheral 
pulses. B.P. was 130/80 mmHg. Apical impulse 
was at 6th LICS over anterior axillary line. 
Marked precordial dyskinesia was noted at 
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Investigations 


Haemogram, Urinalysis and blood urea, 
sugar, electrolytes were within normal limits. 
EKG revealed old anterior wall infarction and 
the plain X-ray chest showed the characteristic 
‘STEP DEFORMITY OF THE LEFT BOR- 
DER OF THE HEART’; with LV dilatation 
and cardiomegaly (Fig.1). 2D ECHO was diag- 
nostic. It revealed a large apical aneurysm with 
a diameter of 5 cm. The aneurysm was in com- 
munication with the left ventricle. The aneury- 
smal cavity was as big as that of LV cavity. 
There was a thrombus inside the aneurysm 


and whorling movement of blood inside the 


cavity was noted during real time Echo 


Discussion 


LV aneurysms are classified into true or 
false. A true aneurysm will have all the three 
layers forming the wall whereas the false one 
will have pericardium alone. They can also be 
classified as Dyskinetic or Akinetic according 
to their wall motion. 


The vast majority of LV aneurysms are due 
to severe occlusive coronary artery disease but 
rarely it may be due to syphilitic, rheumatic 
and infective endocarditis. They are situated 
in the apical or anterior portions of left ventri- 
cle more often (8596). Obstruction to left an- 
terior descending artery is present virtually in 
all apical or anterior aneurysms (20 to 50%). 
Three vessel involvement occurs in 40% of LV 
aneurysms. In survivors of acute myocardial 
infarction the incidence of LV aneurysms var- 
ies between 2-20% and incidence of mural 
thrombosis is 57%. Calcification of LV 
aneurysm occurs in 12% of cases. The patients 
of LV aneurysm may be symptomatic or 
asymptomatic. Breathlessness on effort, an- 
gina of effort and recurrent palpitations due 
to tachyarrhythmias are the соттоп 
symptoms. Symptoms due to thrombo-em- 
bolism can also occur. Angina occurs in 50% 
cases; it is due to LV wall tension and it gets 
allieviated by resection of aneurysm. Recur- 
rent, refractory, ventricular tachyarrhythmias 
occur in 7-24%. 5-13% of patients with LV 
aneurysm develop thromboembolism and it re- 


~ 
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mains one of the most important causes of 
death in these patients. Systemic embolism oc- 
curring months after myocardial infarction 
may be the only manifestation of LV 
aneurysms. Double apical impulse or marked 
pericordial dyskinesia occur more commonly. 
S3 is a constant finding in cases of LV 
aneurysms. Plain X-ray chest PA view is not 
a good too) for the diagnosis but it may show 
the shelf deformity or step deformity of the 
left border of the heart. Right anterior oblique 
view is an ideal for the diagnosis of LV 
aneurysm. Dominant R wave in AVR lead 
(Goldberger’s Sign) is frequently met with LV 
aneurysm in ЕКС. 


Persistent ST elevation more than 6 months 
may be diagnostic of LV aneurysm (15-87%). 
M-mode Echo is inconclusive whereas 2D 
Echo is diagnostic and definitive. Coronary 
angiography and cine angio of LV, will be of 
great help to plan for surgery. Surgery remains 
the cornerstone in the management of LV 
aneurysm but medical management with vas- 
odilators and anti-failure drugs do help some 
patients. B-blockers are contra-indicated and 
anticoagulants are warranted only when there 
is an embolic episode. Low survival rate (22% 
in 5 years) is increased to 75% in 5 years by 
the surgery (Loop et al). In conclusion high 
index of suspicion of LV aneurysm, should be 
kept in mind whenever any patient presents 
with refractory angina, arrhythmias or conges- 
tive heart failure. 
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Rectal perforatoin by Thermometer (A Case Report 


Banga B.B., Arora P.K., Narang К., 


Abstract 


A case of rectal perforation caused by rectal thermometer is pre 
sented. Relevant literature on the subject is reviewed. 


Introduction : 


The rectal temperature recording is gener- 
ally used for the very ill for infants and chil- 
dren’. It is the method of choice in neonates 
as it is neither safe nor practical to record the 
oral temperature". It is also more accurate be- 
cause the rectum is closed cavity, less affected 
by external conditions. Perforation of the re- 
ctum has been known to result from a ther- 
mometer being carelessly inserted too far’. 


Case Report: 

Patient was a preterm female baby. Her 
gestational age was about 32 weeks and birth 
weight was 1.7 kgs. Baby cried immediately 
after birth. Because of her prematurity she 
was kept in paediatric intensive care unit. 
Temperature recording was done regularly 
with rectal themometer. On 9th day, she de- 
veloped abdominal distension, fever, vomiting 
and excessive crying. On auscultation the ab- 
dominal sounds were absent. X-ray of the ab- 
domen revealed pneumoperitoneum(Fig.1). 
On exploratory laparotomy two round perfo- 
rations each of 0.25 cms in diameter, were 
found on the anterior wall of rectum. Margins 
of the perforations were smooth with mild con- 
gestion all around. Perforations were situated 
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Rectal perforation by Thermaometer. 


Plain X-ray abdomen showing 
pneumoperitoneum 


1 cm above the peritoneal reflection. All other 
intraperitoneal organs were normal. Both per- 
forations were closed in single layer and a pro- 
ximal sigmoid colostomy(loop) was,made: On 
9th postoperative day she developed burst ab- 
domen, which was repaired. Thereafter the 
postoperative course remained uneventful and 
patient was discharged after a month in good 
condition. 


Discussion : 


Iatrogenic rectal perforations during 
anorectal procedures have been described 
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after enemas, passage of flatus tube, sig- 


moidoscopy, colonoscopy and rectal biopsy 


procedure^. Perforation of the rectum with 
thermometer is uncommon. While reviewing 
the literature Greenbaum et al could find seven 
previously reported cases and added two more 
of their own”. Out of 56 cases of neonatal gut 
perforation encountered by Tan et al, only in 
one case the perforation was attributable to 
thermometer injury". 


The rectum in the infant is directed an- 
teriorly and the distance between anal verge 
and peritoneal reflection over rectosigmoid is 
merely 3 cm. Hence a thermometer is likely 
to cause perforation in intraperitoneal part of 
the rectum if the thermometer is pushed an- 


teriorly for more than 3 cm. 
) 


Diagnosis can be made on the basis of ab- 
' dominal distension and tenderness, evidence 
of sepsis and pneumoperitoneum. 


Simple closure of perforation with proxi 
mal colostomy is the treatment of choice’. 


Perforation of the gastrointestinal tract 
with generalised peritonitis in the neonatal 
period carries a grave prognosis. Mortality of 
this condition has been variously reported to 
be between 30%’ to 70%°. The degree of 
maturitty of the newborn is one of the most 
important factor that determine the outcome’. 
This grave complication can be prevented by 


taking certain precautions: 


р * ж 


а) In по circumstances should the baby be left 
unattended while the thermometer is in the 
rectum?. 


b) The baby must be held still preferably with 
the legs crossed". 


c) The thermometer should not be inserted 
more than 2-3 cm’. 


d) This method must not be used after rectal 
operation or when the rectum is diseased, 
inflamed or impacted with faeces’. 


e) Flexible rectal probe? or specially designed 
rectal thermometer which is having bulbous 
end with thick neck should be used?. 
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The International Commission of Radiological Protection, an independent scientific 
body. Provids legal limits for individual occupational exposure, ot present 50 millisieverts 
[mSv] in a year, and recommends that dose levels should be brought "os lou as reasonably 
practical. The sievert is the unit “of radiation dose, and ImSv is about 50 times the dose 
received during a single chest X ray examinations. 
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Non Fermenting Gram Negative Bacilli Causing 
Pyogenic Meningitis | 


Mrs, Goel M.M., Agarwal S.K., Nuzhat Hussain 


Abstract 


A total of 35 (11.276) species of non fermenting bacteria (24 from 
infants and children and 11 from adults) were isolated from 215 positive 
C.S.F. cultures of cases of pyogenic meningitis over a period of three 
years (1985-1988). Commonest nonfermenting bacteria was Acinetobac- 
ter calcoacetus (16 cases; 45.7196) followed by Pseudomonas aeruginosa 
(11; 31.43%), Alkaligenes faecalis (6; 17.14%) and Pseudomonas mal- 
tophila (2; 5.71%) in decreasing order. Antibiotic sensitivity patterns 
of these bacteria were variable, Resistance to pencillin was observed 
in 12(80%) and gentamicin in 8(50%) of Acinetobacter species. Newer 
drugs like Kefzolin, Cephalosporin, Omnatax were found to be highly 
sensitive. Sensitivity to Omnatax and Norbactin were found to be 100%. 
Study exphasizes on the isolation of Acinetobacter calcoaceticus and 
other nonfermenters which can be increasingly important aetiological 


agents of pyogenic meningitis in children as well as adults. 


Introduction 


Previously the nonfermenters, which com- 
prise about one fifth of all gram negative 
bacilli, used to be considered nonpathogenic 
and their point isolation in cultures was dis- 
carded as contamination’. Recently there have 
been reports of isolation of nonfermenters 
from various clinical samples emphasizing 
their potential pathogenicity ^^. Workers 
from India and abroad have reported their iso- 
lation from almost all types of clinical samples 
like blood, pus, urine, C.S.F., throat swab 
etc ^^ 975. Misra et al from Delhi have re- 
ported 46.7 and 21.37% nonfermenters from 
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pus and blood respectively?. Paramsivan et al 
have reported 108 NFCNB from various speci- 
mens of human infections. In their series most 
common nonfermenters were Pseudomonas 
pseudomallei and Pseudomonas vesicularis. 
All the strains showed multiple drug resis- 
tance”, Only few isolations have been reported 
from C.S.F. Sachdev et al reported a case of 
fatal Acinetobacter meningitis". About 50 
cases of Acinetobacter meningitis. have been 


reported the world over". 


In the present study an attempt at isolation 
of nonfermenters from C.S.F. of all cases of 
pyogenic meningitis was made. 


Material and Methods 


All cases of pyogenic meningitis from 
Medicine and Paediatric inpatient depart- 
ments of Gandhi Memorial and associated hos 
pitals, Lucknow were subjected for mic- 
robiological study during a period of three 
years (from April 1985 - March 1988). The 
cultures included C.S.F. of all cases and in a 
few cases blood cultures, nasopharyngeal 
swabs, rashes and ear cultures were also per- 
formed. An organism was considered to be 
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nonfermenter either if it failed to produce acid 
in routine glucose medium or utilised glucose 
oxidatively. Identification was done according 
to methods described in laboratory manual on 
Nonfermentative Gram Negative bacilli by 
R.A.Bhujwala!! and Bailey and Scotts Diag- 
nostic Microbiology '?. Antimicrobial suscepti- 
bility was done by Bauer and Kirby 
technique? and confirmed by Stokes 
method'* using standard strain of 
Pseudomonas aeruginosa (NCTC 10662) and 
Escherichia Coli (NCTC 10418), obtained 
from Collindale London. 


Results 


A total of 35(21.2%) nonfermenters were 
isolated out of 215 positive C.S.F. cultures. 
Commonest was Acinetobacter 16(45.71%) 
followed by Pseudomonas aeruginosa 
11(31.43%), Alkaligenes faecalis 6(17.14%) 
and Pseudomonas maltophila in 2(5.71%) 
cases (Table I). Regarding the age group, high- 
est incidence was observed in infants and chil- 
dren 23 of 35(65.71%). Only one neonate had 
fatal infection with Pseudomonas aeruginosa. 
Of the 23 cases of infants and children, 11 were 
Acinetobacter, 8 Pseudomonas aeruginosa, 3 
Alkaligenes faecalis and 1 Pseudomonas mal- 
tophila. Of the Acinetobacters in children, 2 
were isolated from cases who presented with 
pyrexia and petechial rashes. These were clin- 
ically diagnosed as meningococcal meningitis 
and cultures from their C.S.F. and rashes re- 
vealed Acinetobacter species. 


Table I 


Yearwise isolation of Nonfermenting bacteria 
during 1 April 1985 - 31st March 1988. 








Nonfermenting Years Years 

bacteria 1985-1986 1980-1987 1987-1988 — Total 

Acinetobacter i 

calcoacetius 7 3 6 16 

Pseudomonas 

aeruginosa 8 2 1 П 

Pseudomonas 

Maltophila 1 1 0 2 

Alkaligenes faecalis 2 1 3 6 

ULT. i A be LOO i ne C жанны 
Total 18 7 10 35 


Table II 


Age wise distribution of 35 nonfermenters 


Bacteria Neonates Infants& Adults 
Children 
Acinetobacter calcoaceticus 0 1 5 
(16) 
Pseudomonas aeruginosa 1 8 2 
(1) 
Pseudomonas maltophila 0 1 | 
(2) 
Alkaligenes faecalis 0 3 3 
(6) 
1 23 11 


Antibiotic sensitivity profiles as evident 
from Table III showed variable results. Resis- 
tance to Penicillin was observed in 12(75%)- 
of the 16 Acinetobacter strains and Gentami- 
cin resistance in 8(50%). Sensitivity to newer 
drugs like Kefzolin, Cephalosporin and Om- 
natax was quite high against Acinetobacter. 
Omnatax, a third generation cephalosporin, 
was tested against only 10 isolates and was 
found to be 100% effective. 


Discussion 


Bacterial meningitis remains a major 
causes of mortality and morbidity іп many 
countries of the world despite effective an- 
timicrobial therapy". Studies have been 
largely confined to infection caused by Menin- 
gococci (WHO bulletin 1983) and Mycobac- 
terium tuberculosis. Little attention has been 
directed towards other aetiological agents". 
In the present study 35 nonfermenting species 
were isolated from 215 positive C.S.F. cultures 
of pyogenic meningitis. Commonest NFT was 
Acinetobacter in 16 of 35, 45.71%; followed 
by Pseudomonas aeruginosa 11(31.43%), AI- 
kaligenes faecalis 6(17.14%) and 
Pseudomonas maltophila, 2(5.71%) cases in 
descending order. Highest incidence of infec- 
tion was observed in children. Among the 
neonates only one fatal case of Pseudomonas 
aeruginosa was reported (Table П). 
Acinetobacter and Pseudomonas aeruginosa 
both were more common in children as com- 
pared with adults, whereas Pseudomonas mal- 
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Table Ш 


Antimicrobial Sensitivity patterns of 35 Nonfermenters by Bauer and Kirby Technique. 


Acinetobacter 

calcoaceticus 

Drugs 
(16) 

M S R M 


Ampicillin 4 

Chloromycetin 5 

Penicillin 4 

Tetracycline 8 2 6 8 
Gentamicin 8 

Co-trimoxazole 14 

Streptomycin | 
Kefzolin 8 
Cephalosporin 9 6. 
Omnatax 6 


Pseudomonas 
aeruginosa 
oa o o o eee ee 


(11) (6) (2) 


Pseudomonas 
maltophila 


Alkaligenes 
faecalis 


S R M S R M R 
D: od ( 0 6 () 0 2 
4 | 4 2 0 2 () 0 
ЕТТЕН! 0 | 5 0 0 2 
() 3 2 3 1 1 1 0 
| 0 5 | 0 2 0 0 
ЖА: 0 6 0 0 2 
3 0 3 i 27 2 ( 0 

| 3 3 0 2 0 0 
| 9 0 0 6 0 0 2 
0 0 М Not done done 2 0 0 


ee MEL LLL A а 


*Moderately sensitive 
S = Sensitive 
R = Resistant 


* Tested only against 10 strains (6 ancinetobacter, 2P. aeruginosa and 2 Pseudomonas maltophila). 


tophila and Alkaligenes faecalis caused infec- 
tion equally among children and adults. Since 
the number of isolates is less it is difficult to 
find out the seasonal variation. Delhi workers 
have reported isolation of nonfermenting 
species from C.S.F. and also a fatal case of 
Acinetobacter meningitis. Misra et al reported 
46.7 and 21.37% Acinetobacter from pus and 
blood respectively’. 


In reference to pyogenic meningitis, 
Acinetobacter Calcoaceticus needs special 
mention because of its morphological similar- 
ity with meningococci in gram stained C.S.F. 
smear and C.S.F. culture. The differentiation 
can be done in the laboratory by various 
boichemical tests?. In the present study, two 
children presenting with meningitis and rash, 
were clinically diagnosed as meningococcal 
meningitis but C.S.F. blood and rash cultures 
revealed isolation of Acinetobacter cal- 
coaceticus. So merely looking at gram stained 
smear may give an erroneous diagnosis of 
meningococcal meningitis and may prove to 
be fatal because the specturm of antibiotic sen- 
sitivity differs. Acinetobacter by and large is 


resistant to pencillin, which is a drug of choice 
for meningococcal meningitis world over'? 

The organism is very commonly found in soil 
and water!® and its temporary presence in the 
skin, makes the skin important reservoir. 
Sometimes it comes as a contaminant in cul- 
tures from skin of the patient or from contami- 
nated pencillinase added to blood culture 
media after sterilisation'’. Though it is gener- 
ally considered as organism without much in- 
vasive power it can cause disease in susceptible 
people. Therefore the presence of such isolates 
in a sample should be looked for carefully and 
should not always be discarded as non patho- 
gens. Mishra et al have very correctly pointed 
out that most laboratories in the country in- 
clude tests in their daily identification scheme 
which are capable of identifying organisms like 
pseudomonas aeruginosa as it accounts for the 
major proportion of nonfermenters. However 
species other than Pseudomonas aeruginosa: 
are either not looked for or are missed due to 

exclusion of the special biochemical and nutri- 

tional tests required for their identification. 


The findings of nonfermenters in routine 
samples and in. the body fluids in particular 
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envisages that their isolation should be taken 79. Sachdev, H.S. and Deb M. Acinetobacter meningitis: case 
seriouslv and their pathogenic potential (sp- report with review of literature. Indian Paediatrics 27 (1985) 
E 4 | | 551. 
cially those other than Pseudomonas 
aeruginosa) should be realised by all the mic- 10, sherertz, R.J. and Sullival M.L. An outbreak of infection 
robiologists as well physicians. with Acinetobacter calcoaceticus in burn patients, Contami 
nation of patients matteresses. J. inf. Dis. 151. (1985) 252. 
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Decreased meal frequency may contribute to obesity. Increasing meal frequency while 
maintaining a constant caloric intake may have a role in the prevention of heart disease. 
A reduction in serum insulin level may contribute to the reduction in lipid levels. Furthermore, 
lower insulin levels may also influence the course of cardiovascular disease by exerting 
а direct effect on arterial walls. Eating more frequently may be beneficial when combined 
with similar means of prolonging absorption time, such as increasing the intake of soluble 
fiber, following diets with a low glycemic index, and administering alpha-glucosidase 


inhibitors. 


(The New €ng. J. of Medicine Volume 391 October 5) 
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Rheumatoid factor and the clinician 


Chandrasekaran А.М., Subramaniam Ramakrishnan, Radha Madhavan. 


Introduction 


The existence of a peculiar agglutinating factor in the sera of some 
chronically ill patients was reported by Meyer as early as 1922. Based 
on the observation, Erik Waller made a detailed study of this factor 
and named it as “Agglutination aggrevating factor". He reported in 
1940 that this factor which was found to be present in high titre in the 
sera of Rheumatoid Arthritis patients was an antibody. The clinical 
relevance of this factor as an aid to differentiate Rheumatoid Arthritis 
from other inflammatory diseases was revealed by Rose in 1948! . Sub- 
sequently this factor came to be christened “Rheumatoid Factor". 


Rheumatoid Factor (RF) is an auto antibody directed against the 
Fc fragment of human or animal Ig G molecule?. Hence RF is an anti 
x Globulin antibody. RF exists in all five classes of immunoglobulins 
but most attention has been given to Ig M RF. The conventional tests, 
namely Sheep Cell Agglutination Tests and Latex Agglutination test 
detect only the Ig M RF which is of diagnostic and prognostic impor- 
tance. Special methods like Radioimmunoassay, ELISA are required 
to detect the other RFs like IgG RF, IgA RF and Ig E RF. Detection 
of these RF classes by sophisticated methods are mainly used for research 
purposes and they would not be discussed in detail in this article. Impor- 


tance will be stressed on IgM RF in this article. 


The IgM RF as detected by conventional 
tests is seen in 5% of the normal population’. 
The incidence of RF in the normal population 
increases with age to nearly 10% and one has 
to be cautious in interpreting the diagnostic 
relevance of a positive rheumatiod factor in 
the elderly patient^. Rheumatological disor- 
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ders in which RF is present are Rheumatoid 
Arthritis and other diseases like Systemic 
Lupus Erythematosus, Progressive Systemic 
Sclerosis, Sjogren's syndrome, Mixed Connec- 
tive Tissue and Juvenile Rheumatoid Arthritis. 
Rheumatological disorders in which RF is usu- 
ally absent are Rheumatic Fever, Osteoar- 
thritis, Gout, Ankylosing Spondylitis, Psoria- 
tic arthritis, Reitter’s syndrome and Colitic ar- 
thritis. RF may be seen in non-Rheumatolog- 
ical disorders like Leprosy, Tuberculosis, 
Syphilis, Leishmaniasis, complicated typhoid 
fever, subacute bacterial endocarditis, chronic 
active hepatitis, chronic lymphocytic 
leukaemia and mixed essential сгуор- 
lobulinemia?. The fact that RF may be de- 
tected іп -normal people and поп 
Rheumatological disorders should put one on 
guard when he confronts a positive test for RF 
in the serum. One should take into considera- 
tion the clinical background and the titre in 
which RF is present in order to establish the 
diagnostic relevance of the laboratory finding. 
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Rheumatoid Factor - Methods of Detection: 


The basic immunological principle applied 
for the detection and quantitation of RF in 
biological fluids is the ability of RF to aggluti- 
nate cells or particles coated with animal or 
human IgG. The conventional tests are the 
Sheep Cell Agglutination and Latex Aggluti- 
ration Tests which detect the IgM RF. Tests 
for research purposes are Nephelometric 
assay, Radio Immunoassay and ELISA which 
are capable of detecting the other classes of 
RFs like IgA RF, IgG RF or IgE RF. 


Sheep Cell Aggultination Test: 


This is known as Rose Waaler Test. As 
the name implies Sheep Cells are required for 
this test. The test makes use of Sheep Cells 
coated with a sub agglutinating dose of rabbit 
anti-sheep cell serum. It compares the titre of 
the test serum against coated cells with the 
titre against uncoated cells, the result being 
expressed as a ratio termed the Differential 
Aggulutination Titre (DAT). The Rose 
Waaler test is considered to be positive when 
the DAT is 1:16 or above?. Disadvantages of 
the Rose Waaler Test are that it is cumber- 
some, time consuming when compared to the 
Latex test. Advantage of this test is that it is 
a highly specific diagnostic test to detect 
Rheumatoid Factor. 


Latex Aggultination Test: 


Latex particles which are coated with 
human IgG are commercially available and are 
used for this test. Serially diluted patient's 
serum is allowed to react with these latex par- 
ticle. The result is expressed in terms of the 
highest dilution of serum which is able to 
agglutinate the latex particle. The latex fixa- 
tion test is considered positive when an aggluti- 
nation reaction occurs in a serum dilution of 
1 in 80 or higher’. Advantages with the Latex 
test are that it 15 a rapid test, can be easily 
performed and results can be obtained in a 
few minutes when compared to the Rose 
Waaler test. It is more sensitive than the Rose 
Waaler test in detecting the Rheumatoid Fac- 
tor. Disadvantage of the Latex test is that it 


is less specific for Rheumatoid Factor than the 
Sheep Cell Agglutination Test. 


Rheumatoid Factor in Rheumatoid Arthritis - 
Diagnostic Relevance: 


l. IgM RF in significant titre is seen in nearly 
70-80% of patients with Rheumatoid 
Arthritis". 

2. 20% of patients with Rheumatoid Arthritis 
may have negative tests for RF. A negative 
test for RF does not exclude the diagnosis 
of Rheumatoid Arthritis in such patients. 
One has to take the clinical picture into 
consideration for the diagnosis. 


3. When a patient with Rheumatoid Arthritis 
is seronegative for IgM RF one may explain 
the seronegativity in any one of the follow- 
ing ways:- 

a. Possibility of “hidden Rheumatoid Fac 
tor”, the reactivity of RF in the serum is 
masked by its complexing with circualting 
IgG. 

b. The conventional Rose Waaler and 
Latex tests can detect only IgM RF. Prob- 
ably the patient harbours IgA RF, IgG RF 
or IgE RF which can be detected only by 
a specialised techniques like Radioim- 
munoassay. 


c. Probably the patient is in a natural remis- 
sion phase of the disease. 


d. The patient has been on a disease mod- 
ifying drug like D Penicillamine or Gold 
which have an influence on the titre of the 
Rheumatoid Factor. 


4. IgM RF is positive in the polyarticular type 
of Juvenile Rheumatoid Arthritis which is 
more common in females and runs a prog- 
ressive course resulting in joint deformity”, 


Though RF is associated even with non 
Rheumatological disorders it has withstood the 
test of time and continues to be of diagnostic 
importance. А positive test for RF in signific- 
ant titre is among the criteria laid.down by the 
American Rheumatism Association for the 
diagnosis of Rheumatoid Arthritis. 
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Rheumatoid Factor in Rheumatoid Arthritis - 
Prognostic Importance 


In addition to its role in the establishment 
of Rheumatoid Arthritis RF is also of value 
as an indicator of prognosis. 


1. In adult Rheumatoid Arthritis, high titres 
of RF early in the course of the disease 
denote a graver prognosis implying progres 
sive erosive disease 

2. High titres of RF in adult Rheumatoid Аг: 
thritis patients are associated with sub- 
cutaneous nodules and systemic complica- 
tions like Pleurisy, Pericarditis, Episcleritis, 
Leg ulcers and Systemic Vasculitis'^. 


3. The presence of IgM RF in polyarticular 
Juvenile Rheumatoid Arthritis is associated 
with progressive erosive articular disease”. 


4. High titres of IgG RF or IgE RF in 
Rheumatoid Arthritis patients have been 
associated with the occurence of Systemic 
Vasculitis. 


5. High titres of IgG RF have been associated 
with erosive articular disease ІП 
Rheumatoid Arthritis". 


Last but not the least the presence of RF 
in patients with Rheumatoid Arthritis does in- 
fluence the management. High Titres of 
Rheumatoid Factor in Rheumatoid Arthritis 
patients demand aggressive early treatment 
with disease modifying drugs like Gold or D 
Pencillamine. 
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People taking L tryptphan might develop an illness featuring muscle pains and 
eosinophilia (Morbidity and Mortality Weekly Report 1989; 38; 765-7). Most of the victims 
were women: the amino acid has become a popular treatment for the premenstrual 
syndrome, isonmnia and depression. The connection with the eosinophilia myalgia syn- 
drome is puzzling but no other cause has been identified in patients who have been 


investigated in great detail. 


(BMJ Vol. 299 Dec. 89) 
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Early and late onset duodenal ulcer in a referral 
hospital of South India 


Misra G.C., Krishna R., Desai P., Manjunath R., 


Summary 


A series of 809 patients of duodenal ulcer was examined retrospec 
tively to determine the relationship of age of onset of ulcer symptoms 
with blood group, and family history and relationship of age of onset 
of ulcer sumptoms with particular clinical feature of the disease. In 
17.6% of patients ulcer symptoms appeared before 30 years of age 
(early onset) and 82.4% had symptoms beginning after third decade 
(late onset). 


The early onset group had stronger family history and more preva- 
lence of blood group A, B and AB, nocturnal pain, gastroesophageal 
reflux and gastric outlet obstruction as opposed to an infrequent family 
history and more prevalence of blood group ‘O’, proneness for compli- 
cations like bleeding and perforation in the late onset group. АП the 
patients having associated renal stones had earlier age of onset of 
duodenal ulcer. 


Introduction late onset duodenal ulcer lack precision in their 


decription. In order to understand the role 
played by blood group, age of onset of ulcer 
symptoms and positive family history in the 
causation of duodenal ulceration, we 


Genetic heterogeneity ,as purposed by Rot- 
ter and Rimoin (1981)? and Retter (1990)’ is 
an attractive hypothesis which can explain not 
only the familial aggregation of peptic ulcer 


but also varying physiologic disturbances in 
this syndrome complex. Thus the disease, 
duodenal ulcer can be subtyped depending 
upon positive family history, age of onset of 
the disease, pepsinogenaemia and gas- 
trinaemia. However due to lack of adequate 
studies the clinical entities of early onset and 
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examined a series of 809 duodenal ulcer pa- 
tients in Kasturba Medical College and Hospi- 
tal, Manipal, a referral and teaching hospital 
of South India. 


Methods 


A series of 809 patients with duodenal ulcer 
proved by radiology, endoscopy and/or 
surgery were studied retrospectively. Em- 
phasis was given to study the age of onset of 
initial dyspeptic symptoms, family history of 
having dyspeptic symptoms, blood groups, 
symptoms of gastroesophageal reflux disease, 
regurgitation, intractability of pain, complica- 
tions like gastrointestinal bleeding, perfora- 
tion, gastric outlet obstruction, associated gas- 
tric ulceration and renal stones. The Chi 
square test with Zates correction and Students 
't test were used to know the statistical signifi- 
cance. 
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Results 


Patients having the age of onset of ulcer 
symptoms before 30 years were labelled as pa- 
tients of early onset duodenal ulcer and those 
having the symptoms after 30 as patients of 
late onset duodenal ulcer. Out of 809 cases 
examined, 142 (18%) were in the early onset 
and 667 (82%) were in the late onset group. 
In both the groups males outnumbered the 
females and the mean age of the patients in 
early and late onset group was respectively 22 
+2.7 years and 47 +12.3 years. 


The early onset duodenal ulcer patients had 
significantly higher prevalence of positive fam- 
ily history than the late onset group(Table - 
I). However, when examined according to 
blood groups there was no significant differ- 
ence between the patients of blood group ‘О’ 
and A,B,AB (Non *O") so far as the prevalence 
of family history is concerned. Positive family 
history for duodenal ulcer was obtained in 24% 
and 22% of cases having blood group ‘O’ and 
non ‘О’ respectively. On the other hand, while 
the blood group distribution was considered 
in the early and late onset group, more number 
of patients in the late onset group had blood 
group'O' (Table -10). In the study more 
number of smokers and drinkers were found 
іп the late (86% and 23% respectively) than 
in the early (14% and 13% respectively) onset 


group. 


Most of the patients in the early onset 
group experienced nocturnal pain while diur- 
nal pain was characteristic of duodenal ulcer 
in the late onset group. In spite of adequate 
medical treatment, intractability of pain was 
more a feature of early onset group than of 
late onset group. Another significant clinical 
feature in the early onset group was the as- 
sociated symptom of gastro-oesophageal re- 
flux and regurgitation(Table - I). 


Maximum number (58%) of bleeders were 
found in the late onset group. Similarly perfo- 
ration was a significant complication of late 
onset group whereas in the early onset group 
gastric outlet obstruction was a significant 
complication (Table II). There was no signific- 


Table І · 
Clinical features of early and late onset 











duodenal ulcer 
Clinical Early onset Lateonset p-value 
features group group 
Male 130 611 
Female 12 56 
Positive family 
hiistory 69 (49%) 122 (18%) «0.001 
Blood group ‘O’ 52 (37%) 406 (61%) «0.001 
Bloodgroup A,B,AB 90 (63%) 261 (39%) 
Nocturnal pain 72 (65%) 181 (27%) «0.001 
Diurnal pain 39 (35%) 486 (83%) 
Intractabilityof pain 88 (62%) 161 (24%) <0.001 
Gastro intestinal reflux 
andregurgitation 37 (26%) 87 (13%) «0.01 
Table П 
Complications of early and late onset duodenal 
ulcer 
Complications Early onset Lateonset P-value 
group group 
Bleeding 21 (2396) 387 (58%) «0.001 
Perforation 25 (18%) 233 (35%) <0.001 
Outlet Obstruction 21 (15%) 26 (4%)  s0.001 
Associated gastric 
ulcer 16 (11%) 87 (13%) NS 
Table - III 


Clinical features related to blood groups 


nc ра PRECII М. NONI uin; 
Clinical features Bloodgroup'O' BloodgroupA, Signi- 





(n=458) В,АВ(п=351) ficance 

Positive family history 108 (24%) 77 (22%) м 
Bleeding 311 (68%) 11 (32%) S 
Perforation 121 (26%) 131 (37%) S 
Outlet Obstruction 28 (6%) 13 (2%) NS 
Associated gastric 

ulcer 63 (14%) 34 (10%) NS 
Regurgitation 63 (14%) 34 (5%) NS 
Intractable Pain 204 (45%) 39 (11%) S 
Surgeryperformed 286 (62%) 19 (42%) S 


—ÉÁÁ i SO - 





305 


THE ANTISEPTIC 


JUNE '90 


ant difference between the prevalence of as- 
sociated gastric ulcer in these two groups of 
patients. - 


Considering bleeding as a complication of 
blood group status it was found that blood 
group ‘О’ imparted a significant proneness for 
intractability of pain and upper gastrointestinal 
bleeding whereas blood groups A,B and AB 
had susceptibility for perforation (р<0.001). 
(Table - III). 


Table - IV depicts the different categories 
of patients in whom operation had to be per- 
formed due to various complications. Though 
not significant, two other interesting observa- 
tions were made from the study. Multiple 
duodenal ulcers were more often detected in 
the late onset group (18 out of 667 patients) 
than in the early onset group (3 out of 142 
patients) whereas all the 14 patients having 
associated renal stones, had an earlier age of 
onset of ulcer symptoms. 


Table - IV 


Surgery done in different categories of patients 


ЕГН 


Categories Percentage Significance 


Early onsetduodenal ulcer (EODU) 55! NS 


Late onset duodenal ulcer (LODU) 55! 
Group 'O' 62! $(р<0.001) 
Group A. B, AB 42! 
EODU with blood group O 88! $(р<0.001) 


EODU with blood group A, В, AB M! 


RE Re. hug С СЕ ЧИСИ ал 
Discussion 


Our study shows a far higher male prepon- 
derance of the disease in both early and late 
onset groups, presumably because of their 
smoking and drinking habits. Earlier studies 
by Artemier et al (1970)! and Lam and Ong 
(1976)* have demonstrated that familial ten- 
dency,of ulcer symptoms is found in early onset 
duodenal ulcer. Our study from this part of 
India, where peptic ulcer is more prevalent 
confirms this observation. It was noted in our 
study that there was a higher frequency of 
blood group ‘ʻO’ in the late onset group 
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whereas in the early onset group blood group 
А.В, and AB (Non “О”) predominated (Table 
- D). Similar is the observation by Lam and 
Ong (1976)*, who have shown that possession 
of blood group “О” delays the onset age of 
duodenal ulcer inspite of the fact that it is one 
of the genetic determinants of duodenal ulcer. 
According to Lam and Sircus (1975)? this rela- 
tively protective effect of blood group O is 
attributed to the inhibitory effect on parietal 
cell hyperplasia. Ulcer pain in the early onset 
group was more nocturnal and intractable 
whereas in the late onset group it was more 
during day-time and less frequently intracta- 
ble. Early onset duodenal ulcer patients also 
experienced the symptom of gastroesophageal 
reflux and acid regurgitation more frequently 
than the late onset group. These symptoms in 
the early onset duodenal ulcer patients could 
be attributed to inherent motility disorder. 
However studies on gastroduodenal motility 


in such patients may clarify the issue. 


It has been found that gastrointestinal 
bleeding occurs more commonly in ulcer pa- 
tients with blood group O than in those who 
possess the other blood groups (Lam and Ong 
19764, Lam and Sircus 1975?, Clarke et al 
19562, Langman and Doll 19659, and Honwich 
et al 1966°). Our study demonstrates a similar 
finding (Table - Ш). Moreover the occurrence 
of this complication in the late onset group is 
significantly more than the early onset group. 
Association of blood group O in this group of 
patients and the effect of aging proccess itself 
may explain the higher frequency of bleeding 
in late onset group. Perforation was also 
another significant complication of late onset 
duodenal ulcer patients. It has been observed 
by Lam and Ong (1976)* that the peak fre- 
quency of this complication is usually in the 
fourth decade. Besides severe pain, 
pyloroduodenal stenosis and associated gastric 
ulceration also occur more frequently in the 
late onset group (Lam and Ong 1976)*. How- 
ever in our study there was no significant dif- 
ference between the two groups so far as as- 
sociation of gastric ulceration was concerned 
but gastric outlet obstruction was more preva- 
lent in the early onset group. There was no 
significant difference between the two groups 
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as regards indications of surgery although 
surgery was indicated more frequently in the 
patients having blood group ‘О in general and 
early onset patients with blood group ‘О’ in 
particular. 


Although adequate explanation cannot be 
given for some of the observations like in- 
creased prevalence of bleeding and perforation 
in the late onset group and intractability of 
pain and gastroesophageal reflux in the early 
onset group; it can not be ruled out that a 
significant number of these patients might be 
having atypical duodenal ulcers. It is reported 
that pyloric channel ulcers are more prone for 
pyloric obstruction whereas postbulbar ulcers 
are frequently complicated with bleeding but 
not perforation (Soll 1989)?. 


Another interesting observation in our. 


series was the association of renal stones (а 
total of 14 cases) in patients of early onset 
duodenal ulcers. Although detailed endocrine 
work up of these patients has not been done 
to exclude MEN type I, to identify the pre- 
sence of gastrinoma and hyperparathyroidism, 
the singular association of duodenal ulceration 
with renal stones in absence of hyper- 
parathyroidism can not be ruled out from a 
genetic point of view. This aspect warrants 
specific family study and hormonal assays in 
patients of duodenal ulcer particularly in early 
onset variety to rule out different genetic pre- 
dispositions for concommitant renal stones and 
duodenal ulcers. 


* * * 
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Lyme disease, caused by the spirochete Borrelia burgdorferi, is a multisystemic Aca 
der that can imitate many other diseases. Initial symptoms vary and can include ia | "hs 
chronicum migrans, fatigue, feverm chills, headache, sore throat, and сее >а 
to progress, Lyme disease is associated with symptoms related to cardiac prc 
as palpitations, dizziness, and chest pain, os well as neurologic symptoms satiny 
lapse, sleep disorders, and back pain. B. burgdorferi is transmitted via infecte 


(New York State J. of Medicine August’89 Volume 89) 
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Platelet counts in Toxaemias of Pregnancy 
with Intra Uterine growth retardation. 


Chhabra MS.S., Vinaya Soman 


Summary 


A significant association has been found between intrauterine growth 
retardation and thrombocytopenia in toxaemia of pregnancy. As inci- 
dence of thrombocytopenia increases with severity of toxaemia, fetal 
weight proportionately decreases. In the present study of 180 cases 
including 50 matched control cases incidence of thrombocytopenia in 
toxaemia was 33% as compared to 0% in matched control. Incidence 
of IUGR was 16%, 55.55%, 50% and 70.58% respectively in mild, 
moderate, severe and ecalmpsia group. But it was 80%, 100% 100% 
and 100% in all 4 groups in patients having thrombocytopenia as com- 
pared to 0%, 24%, 30.30% and 50% with normal platelet counts. Mean 
birth wieght kept on decreasing with increasing severity of disease. 


A significant association has been found 
between intrauterine growth retardation 
(IUGR) and thrombocytopenia in toxaemia of 
pregnancy. As thrombocytopemia increases 
with severity of toxaemia, fetal weight propor- 
tionately decrease (Mathur et al 1982). Throm- 
bocytopenia is thought to be the most common 
coagulation abnormality in preeclampsias and 
eclampsia. Recent studies (Sharma et al 1983) 
show that platelet life span remains almost un- 
altered during the course of normal pregnancy 
while in patients with pre eclampsia the 
platelet life span is significantly shorter in se- 
. vere cases. Gant and Worley (1980) reported 
that the severity of thrombocytopenia corre- 
lates with the severity of PIH. It is thought 
that even in cases where toxaemia appears mild 
and there is thrombocytopenia these mothers 
give birth to growth retarded babies. So throm- 
bocytopenia may be the earliest sign for asses- 
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sing the severity of the disease. In the present 
study an attempt has been made to find out 
the relationship between Platelet Counts in to- 
xaemias and IUGR. 


Materials & Methods 


The present study was done in 180 cases 
(one hundred and thirty cases of toxaemia of 
pregnancy and fifty control cases) admitted in 
the department of Obstetrics & Gynaecology 
of Mahatma Gandhi Institute of Medical Sci- 
ences Sevagram, Eastern Maharashtra, India. 
Platelet Count was done by the method de- 
scribed by Dacie and Lewis (1984). 113 cases 
were of preeclampsia and 17 cases had eclamp- 
sia, 50 cases of normal pregnancies formed 
matched control groups. 


Observations 


In 3376 cases of toxaemia of pregnancy, 
thrombocytopenia was present as compared to 
nil in control group. Counts were as low as 
50000/C mm in ante and intrapartum - eclamp- 
sia cases (Table I). Percentage of cases with’ 
thrombocytopenia also increased with severity 
of toxaemia. This signifies a relationship of 
falling platelet counts with increasing severity 
of toxaemia. However statistical difference be- 
tween any two groups was not significant 
(р>0.1) denoting that a mild variety of to- 


—————————————————À— 
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Table I 


Platelet counts in Toxaemic mothers. 





IN LACS 

No. Range Mean SD. 
Mild. 24 12-247 T7 + .296 
Moderate 42 11-22 1.68 + .316 
Severe 46 1102 1.56 + .273 
Ante and- 
Intrapartum- 14 .5101.9 1.33 + .397 
Eclampsia 
Post Partum- 
Eclampsia 3 1.2101.6 1.43 + .208 
Control 50 1.7to3.2 2.16 + 0.256 


Out of 130 cases of Toxaemia 43 (33%) had thrombocyto- 
penia («1.5 lacs) 


xaemia can have low counts similar to severe 
groups (Fig.1) In mild Pre Eclamptic To- 
xaemia (PET) group(25), out of 5 cases (20%) 
of thrombocytopenia 4 (80%) had small for 
gestational age babies (SGA). In mild group 
with normal platelet counts none had SGA 
baby. In moderately severe group (42) 30.9% 
had thrombocytopenia. All these (100%) had 
‚ IUGR babies. Out of all other cases of moder- 
ate toxaemia IUGR was present in 24% only. 


Table П 


Intra uterine growth retardation in defferent 
groups of Toxiaemia. 


IUGR Mild Moderate — Severe Eclampsia 
No. 425 22/45 24/48 12/17 
% 16 55,55 50 70.58 


Similarly in severe PET group (48) 28.26% 
had thrombocytopenia and all these (100%) 
had IUGR,. In cases without throm- 
bocytopenia incidence of IUGR was 30.30%. 
In ante and intrapartum eclampsia group (14), 
71.4% had thrombocytopenia and again all 
these (10095) had IUGR. The incidence of 
IUGR was іп 50% of other patients of this 
group. Іп postpartum eclampsia group(3) 
66.66% had thrombocytopenia. Both these 
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babies were SGA. Patients with normal 
platelet count had appropriate for gestational 
age baby. (Table II and Table III). 


Table Ш 


Platelet counts and mean birth weight of babies 
in different Toxaemic groups. 


, In Lacs In Kgs. 


Platelet counts Mean Birth weight 
— ee ee ae EE A СЕНУ ТЫЙА. М 





Control 2.16 2.75 
+.25 +.37 
Mild 1.72 2.65 
Toxaemia +29 + .37 
Moderate : 168 2.5 
Toxaemia + 3] +.6 
Severe 156 23 
Toxaemia t7 %,59 
Ante and Intrapartum 133 1.84 
Eclampsia +.39 +.6 
Post Partum 143 2.4 
Eclampsia 5.20 +.2 
Discussion 
Redman іп 1978 said that throm- 


bocytopenia is the first sign of preeclampsia. 
The platelet count drops prior to onset of blood 
pressure elevation. Wallenburg and Rotmans 
(1982) suggested that enhanced activity of 
platelet thromboxane pathway may be ex- 
pected to contribute to the increased in vivo 
activation and consumption along with defi- 
cient production of placental vascular pros- 
tacyline leading to utero placental infarcts, 
IUGR and some times death of foetus. In the 
present. study when fall of platelet count in 
different severity groups of toxaemia was com- 
pared with each other difference was not statis- 
tically significant (p>0.1), even when the 
count was compared, eclamptic group P value 
remained >0.1. But babies of mothers with 
toxaemia of pregnancy associated with throm- 
bocytopenia had IUGR very often. The differ- 
ence in incidence of IUGR in each group was 
highly statistically significant (P value .001). 
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Mean birth weight kept on decreasing with 
severity of the disease. 


Conclusions: 


In the present study of 130 cases of to- 
xaemia of pregnancy it was found that throm- 
bocytopenia is very often present in these cases 
and this problem keeps on increasing with sev- 
erity of the disease. With increasing severity 
of the disease mean birth weight keeps on de- 
creasing. However in mild cases of toxaemia 
of pregnancy also very often throm- 
bocytopenia is present and cases with throm- 
bocytopenia invariably have growth retarded 
babies. Platelet counts can very well be taken 
as a method of knowing severity of disease as 
far as foetus is concerned. 


* * * 
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* * * 


Ticks can be distinguished from insects by three main features. First, the head, thorax, 
and abdomen are all fused together; second, the nymbh and adult stages have four 
pairs of legs; and third, they have no antennae. There are two basic types of ticks, the 
Ixodidae, or hard ticks, and the Argasidae, or soft ticks. 


Ticks are among the most efficient vectors of disease in man and animals. They are 
persistent blood suckers, attach firmly to the skin, feed slowly, and may go unnoticed 


for a long period. Their wide host range includ 
ample opportunities to acquire and transmit 
and they possess a dorsal shield or scutum ш 


es domestic and wild animals, which ensures 


infection. They have few natural enemies, 


hich makes them resistant to environmental 


stress. They have a high reproductive ability, with the females of certain species capable 
of laying thousands of eggs. Some species transmit the pathogens through the 60995 
(transovarial transmission) or from larvae to nymphs or nymphs to adults (transstadial 
transmission). Furthermore, ticks can live for two or three years, which increases the 
chances of acquiring and transmitting an infection. 


Human infections transmitted by ticks include viral, bacterial and protozoan pathogens. 
Viral infections include Colorado tick fever, Powassan encephalitis, Russian Spring-summer 
encephalitis, louping ill and others caused by several classified and unclassified viruses. 5. 


Bacterial infections include Rocky Mountoin spotted fever, Lyme disease, G fever, 
relapsing fever, and tularemia. A few protozoan infections common to animals, such as 
bobesiosis, are accidentally transmitted by ticks to humans. 
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Editorial 


Alzheimer’s Disease 


Over cighty years ago Alzheimer first de- 
seribed the disease of the elderly characterised 
bv eross mental impairment. With the increase 
in life span and expectancv. the geriatric popu- 
lation has grown all over the world and with 
that, the problems faced by them due to the 
unrelenting ageing changes. SDAT. as the Al- 
zheimer's disease is referred to. even today “is 
a riddle wrapped in an enigma wrapped in a 
mystery”. The onset of the dementia is insidi- 
ous, progress slow; when fully established the 
diagnosis bears these characteristics struggle 
to perform tasks, blunted awareness, labile 
and shallow affect and a nonchalance border- 
ing on indifference, impaired recent memory 
and nocturnal accentuation of symptoms. The 
patients however are not very anxious and do 
not have marked guilt feelings about their in- 
abilities. Of the changes, recent memory be- 
gins to fail first and progresses until the patient 
is confused and disoriented. Changes in per- 
sonality and behavioral disturbances follow 
with irritability, emotional lability. aggression 
or inappropriate behaviour. Secondary 
symptoms include anxiety, depression, 
fatigue, dizziness, loss of appetite and sleep 
reversal. The major differential diagnosis is 
depression, common in the elderly. 


The pathology of SDAT involves develop- 
ment of neurofibrillary tangle and the senile 
plaque. The tangle represents à degenerated 
neuron and the plaque is a mass of twisted 
neurofibrils and amyloid. Granulovasicular 
degeneration of neurons as well as hyaline 
changes in arterioles are also observed. Нір- 
pocampus, the site for recent memory is one 
of the principal areas affected. 


Neurochemically, studies in the brains of 
patients with SDAT have shown a deficiency 
of acetylcholine and choline acetyl transferase. 
This is probably due to a marked loss of 


neurons in the basal nucleus of Meynert which 
is the most important cholinergic projection to 
the hippocampus and the forebrain. 


The disease suns а more malignant course. 
when it begins early in life (pre senile demen- 
tia). This early onset presenile dementia may 
be called true Alzheimer’s disease. In some 
the disease is familial suggesting a genetic pre- 
disposition. Gajdusek has proposed a multifac- 
torial etiologv in which a number of different 
insults eg arteriosclerosis, ischemia, infarction; 
high concertration of aluminium and trauma 
(similar to boxer's dementia) interfere with the 
axonal transport of neurofilament, leading to 
their piling in the neuron and degeneration. 
This mechanism might be common to such dis- 
eases like parkinsonism and amyotrophic lat- 
eral sclerosis. 


Symptomatic treatment has been helpful, 
with small doses of antipsychotics and anxioly- 
tics. Depression. often. coexists. Newer an- 
tidepressants with significant anticholinergic 
or adrenoreceptor blocking effects have been 
tried eg haloperidol starting at 0.5-1mg/ day, 
tricyclics at 10mg/day and diazepam at 2 mg/ 
day. Specific treatment includes the use of vas- 
odilators like papaverine, cyclandelate or isox- 
suprine, metabolic enhancers like ergoloid 
masvlates and piracetam, neutoransmitter au- 
gmentors like or physostigmine and neuropep- 
tides like ACTH 4-10 and Vasopressin 
analogues like DDAVP. 


Psvchological management is mandatory. 
viz.. Frequent social contact, expression of at- 
tention and attempts to orient the patient to 
time eg. frequent allusions to time of day, day 
of the week etc. Such supportive measures are 
as much helptul as, if not more than, drug 
treatment slowing down the progress of the 
disease. 


(Dr. N. Hariharasubramanian M.D.. Ph.D) 
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Dr. P. Mohana, 
Melur, Tamil Nadu. 


Q: Can we take up same procedure of MTP 
with normal saline without any fear? 


A: There is no procedure in MTP that we can 
do without any fear. Each one has its own 
disadvantages so we have to do it carefully. In 
MTP with normal saline, there is a chance of 
sodium intoxication. Other than this. the com- 
mon problems of MTP are also there. 


(DR. Javam Kannan) 


* * * 


Dr. K.S. Hegol, 
Sirsi - 581401. 


O: 1. What is the line of treatment for acute 
amoebiasis in Ist trimester of pregnancy? 


A: For acute amoebiasis in Ist trimester of 
pregnancy it is only advisable to rely on 
hygienic measures. If it is severe, we can give 
IV fluids to treat diarrhoea caused by 
amoebiasis. 


The amoebicidal agents are to be given if 
it is severe, after 71 days of pregnancy. 


* ж ж 


О: 2. Use of Metronidazole in Ist trimester of 
pregnancy. Is it an indication for MTP? 


А: Metronidazole and Tinidazole are usually 
not indicated in Ist trimester of pregnancy. 
Even if it is given, it is not an indication for 
MTP. If at all necessary these drugs may be 
given after 71 days of pregnancy. 


Q: 3. Please highlight on treatment for diffe- 
rent types of Leucorrhoea in Ist trimester of 
pregnancy? 


Correspondence 





А: It is an excessive normal vaginal secretion. 
In pregnancy it may be due to physiological 
or pathological causes. 


Physiological and non-pathogenic leucorrhoea 
is due to increased vascularity of the female 
genital tract. The origin of this type of leucor- 
rhoea may be the cervix or the vagina.. 


Cervical: Leucorrhoea occurs in conditions 
such as chronic cervicitis, cervical erosion, 
mucous polypi and ectropian cervix. This is 
mucoid in nature. 


Vaginal: Originates in the vagina itself as a 
transudation through the vaginal wall. In pre- 
опапсу it occurs due to congestion of the pelvic 
organs, retroverted gravid uterus, and pro- 
lapsed congested ovaries. 


Pathogenic: Leucorrhoea occurs in conditions 
such as specific vaginitis, caused by 
staphylococci, streptococci both haemolytic 
and anaerobic and E.Coli. 


(1) Trichomoniasis: Most common condition, 
which is also sexually transmissible. Caused 
by the organism trichomonus vaginalis which 
is actively motile, anaerobic trichomonas. In 
females it is found in the vagina and in man 
it is harbourised in the, urethra and prostate 
and so it is sexually transmissible also. 
HE are: Profuse thin, cream (or) 
slightly green coloured irritation frothy dis- 
charge and pruritis vulvae. The vaginal walls 
are tender and there is inflammtion of the vul- 
vae. There are often multiple small punctate 
strawberry spots on the vaginal vault and por- 
tio vaginalis of the cervix and sometimes sup- 
erficial erosion cervix. There may be urinary 
symptoms such as dysuria and frequency and 
low-grade urethritis. 


Diagnosis is made by speculum examina- 
tion, vaginal smear, a wet film preparation to 
identify the parasite trichomonas and also cul- 
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Correspondence 


eee es a ee 


ture in-a special medium to inhibit the growth 
of the contaminants. 


Treatment of trichomoniasis-Metronidazole 
200mg orally three times daily for a week 
(short-term therapy with low dosage). 


(2) Moniliasis: Caused by gram positive fungus 
candida albicans. Symptoms are profuse dis- 
charge and intense pruritus. There is often 
soreness and oedema of the vulva. 


On vaginal examination (i) there is inflam- 
mation of the vulva. especially the labia minora 
and introitus often with excoriation from 
scratching. 


(ii) White patches (or) plaques of cheesy mate- 
rial adherent to the vagina which often re- 
moved, leave multiple petechial-like haemor- 
rhagic areas. 


(ш) Reddened vaginal wall with profuse wat- 
ery muco-purulent discharge. 


Diagnosis: is made by direct smear done im- 
mediately and culture on Sabouraud's or Nic- 
kersons's media. 


Treatment: Mycostatin, nystatin or sporostatin 
antifungal vaginal pessaries twice daily for at- 
least 2 weeks. The treatment should be given 
to both the sex partners to avoid recurrence 
of the condition. 


It is less resistant to treatment and if it recurs, 
can be cured at the second attempt. No oral 
fungicides should be taken. 


(3) Gonorrhoea: The causative organism is N. 
gonorrhoea. It affects the urethral glands and 
cervix more than the vulva, vagina. 


The signs and symptoms are due to local, 
pelvic and metastatic reactions. Locally it pro- 
duces vulvitis, vaginitis and cervicitis, metasta- 
tic complications are arthritis, tenosynovitis 
and concomitant non-specific infection. 
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Diagnosis: is made by vaginal smear and cultu- 
rein carrying medium and a growing medium 
and fermentation reactions. 


Treatment: is to give long acting Benzathine 
penicillin 12 lakh units intramuscularly and to 
give appropriate antibiotic to reduce superad- 
ded infection, that can be used antenatally. 
Alternatively ampicillin 3.5g plus 1g prob- 
enecid given orally is adequate. 


4. Non-specific — vaginitis- caused Бу 
staphylococci, streptococci and E.coli. 


Non specific vaginitis is rare in pregnancies. 
It is caused by chemicals, drugs, trauma, 
foreign bodies, and even vaginal and cervical 
operations. 


Symptoms and signs are red, swollen, ten- 
der vagina with irritation with vaginal dis- 
charge of variable colour, consistency and 
amount. Diagnosis is made by smear and cul- 
ture. Treatment varies according to the or- 
ganism and it is general and local. 


General:- to improve the health of the patient. 


Local:- Bactericidal cream such as triple sulpha 
or antibiotic pessaries. 


To Summarise: If it is a non-pathogenic leucor- 
rhoea, it can be left by advising hygenic mea- 
sures. If it is pathogenic the specific cause 
should be found out by 


à) Speculum examination 


b) Vaginal smear and culture and in some 
cases by 


c) Colposcopic examinations. 


After diagnosing the condition, it is to be 
treated accordingly. 


(Dr. Jayam Kannan) 


JUNE '90 


Вата аха zamarata fearféa | 
mi а ага азада: а 3e || 


| EXTINGUISHES THE || А Sure & Safe 
FIRE TO ALLEVIATE Antiamoebic 


INTRODU BACTEFAR 


INTRODUCING 
CAPSULE 


Bg E 9 С Ее H The Herbal Treatment 


of Choice 
CAPSULE 
| * EFFECTIVE IN AMOEBIASIS 

When the Digestive TRICHOMONIASIS & GIARDIASIS 
Organs Are on fire * AMOEBICIDAL, ACTIVE AGAINST 

; MOTILE & CYSTIC FORMS 
Peptic Ulcer, * RAPID DEMULCENT & BINDING 
Duodenal 
Ulcer, 


ACTION 
H an CHECKS FERMENTATION 
yperacidity, 
Heartburn, 


FLATULENCE & 
Dyspepsia, DIARRHOEAL SYMPTOMS 
Flatulance, ' OF VARIED AETIOLOGY 
and Gastritis А, G 


y Mp 
are the Ж 
Symptoms 










































































rA E — npn dtm an дик дн 








* BAEL ABSORBS IRRITATING 
SUBSTANCES & BACTERIAL TOXINS. 


For Detailed Literature : 


| А AYULABS PVT. LTD. 
1 BHAKTINAGAR STATION ROAD NO 2, 
mmm RAJKOT-360 002 (INDIA) . 


АРЕ X/901 


A35 ITHE ANTISEPTIC JUNE 1990 


POWER PACKED 
PRESCRIPTION ОҒ 
ERYTHROMYCIN 


1:143. 2 30 


250/500 то 
The Enteric Coated Tablet 
of Erythromycin Base 


Provides | 
e Greatest anti-bacterial power of erythromycin 
e Wide and effective coverage of major respiratory pathogens 


FOR YOUR CHILD PATIENT ABOVE FIVE 
ERY SAF E zr 
TINY Enteric Coated Tablet of Erythromycin Base 
FOR THE BEST QUALITY OF RESULTS 


U.S. VITAMIN (INDIA) LIMITED 


Dr. Annie Besant Road, Poonam Chambers, Bombay-18 





THE ANTISEPTIC JUNE 1990 A36 


Occasional Review 





Food Sensitivity 


Reactions to food may be classified in var- 
ious ways in respect of cause but from a tem- 
poral point of view, fall into two main 
categories: namely, those with immediate 
onset and those with delayed onset. The first 
of these are generally type 1 hypersensitivity 
reactions, usually mediated by IgE, and occur 
within a few minutes to one hour after inges- 
tion. The symptoms vary from circumoral rash, 
labial or pharyngeal oedema, or both, and ur- 
ticaria to nausea and vomiting and abdominal 
pain or even anaphylaxis. Diagnosis is based 
on the history and may be confirmed, when 
necessary, by skin prick tests, or a radioaller- 
gosorbent test for specific IgE. The foods con- 
cerned are proteins, commonly eggs, fish, 
milk, tomatoes, and peanuts in children and 
other foods such as shellfish in adults. 


Delayed reactions are more problematical, 
as the time interval between the ingestion of 
food and onset of symptoms varies from hours 
to days. The food concerned is consumed fre- 
quently-for example, wheat or dairy produce- 
and needs to be eaten in large quantities to 
provoke symp от. The only certain method 
of diagnosis is complete elimination of the food 
followed by reintroduction, preferably in a 
double blind manner. The true incidence of 
this type of reaction is unknown. By contrast 
with type 1 reactions, people with delayed food 
sensitivity may not have any personal or family 
history of atopy. There is, however, a tendency 
for this type of disorder to run in families, 
being manifested by such symptoms as joint 
pains, the irritable bowel syndrome, migraine, 
and lethargy. Some patients have both types 
of food sensitivity, leading to a hypothesis of 
a type 1 reaction occurring in the wall of the 
gut, increasing permeability and allowing ex- 
cess ingress of food protein molecules. Combi- 
nation of these with antibodies, IgE or IgG, 
results in swamping of hepatic removal 
mechanisms and a type III serum sickness type 
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or reaction affecting one or more target or- 
gans. 


The factors causing certain people to react 
to foods are not fully understood. There is 
sometimes an atopic background on which en- 
vironmental factors such as viral infections or 
early contact with foreign protein (bottle feed- 
ing, early weaning) may operate. The 
metabolism of drugs and other foreign com- 
pounds (including dietary xenobiotics) com- 
monly displays pronounced interindividual 
variation and is influenced by genetic, environ- 
mental, physiological and pathological factors. 
Polymorphisms have been described for the 
sulphoxidation of the dialkyl sulphur centre of 
S-carboxymethyl-L-cysteine — (carbocysteine) 
and the alicyclic carbon oxidation of de- 
brisoquine. The sulphur oxidation reaction has 
been shown to take place within the cytosol 
fraction of the cell, whereas the carbon oxida- 
tion reaction is mediated by a specific cytoc- 
hrome, P-450. In population studies a small 
proportion of subjects (about 35% in respect 
of sulphoxidation and 10% in respect of carbon 
oxidation) were shown to be relatively defi- 
cient in these particular reactions, and further 
investigations have indicated an underlying 
genetic cause modified by environmental influ- 
ences. 


In drug hypersensitivity metabolic transfor- 
mation may well be a predisposing factor by 
virtue of the formation of reactive inter- 
mediates which combine with proteins to give 
rise to immunogenic macromolecules. Such a 
process might conceivably occur with certain 
foodstuffs. From a chemical point of view 
foodstuffs are extremely heterogenous. Be- 
sides the nutritive factors, they contain 
myriads of non-nutrient. organic substances 
(xenobiotics), which may be be present natur- 
ally or as a result of processing conditions such 
as fermentation and cooking. It may be post- 
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ulated that people who cannot metabolise ef- 
ficiently by the usual pathways the xenobiotic 
burden presented with the diet may thereby 
have increased exposure of their immune Sys- 
tem to such potential food chemical antigens. 


Alternatively, there may be “metabolic 
switching”, as occurs with drugs in patients 
with genetically impaired metabolism, in 
which the compound is metabolised along un- 
common pathways, thereby giving rise to more 
toxic and potentially immunogenic metabo- 
lites. Such a situation may occur with food 
xenobiotics. Food stuffs contain numerous 
natural xenobiotic substances containing sul- 
phur, including thiophenes, sulphides, and 
isothiocyanates, which among other things un- 
dergo metabolic oxidation in the body. Such 
processes may well be polymorphic, giving rise 
to interindividual differences in the ability to 


* * * 


metabolise and therefore respond immuno- 
genically to such compounds. 


Sulphoxidation state may also reflect the 
patient's ability to provide sulphate precursors 
for conjugation by means of intermediary 
metabolism. A limited sulphation capacity 
may leave potentially immunogenic chemical 
groups free to mediate various allergic re- 
sponses. 


An alternative explanation тау be that the 
inheritance of an atopic predisposition is 
genetically linked to the inheritance of poor 
metaboliser genes. It is also conceivable that 
sulphoxidation ability, though largely deter- 
mined genetically, may be altered by certain 
environmental influences such as viral infec- 
tions. 

(BMJ Vol.297 July 1988) 


* * * 


UJe report a case of ciprofloxacin induced vosculitis. On the third day of ciprofloxacin 
therapy (500 mg twice daily) for o urinary tract infection. A 74 year old geography 
professor had fever, inflamed knees, and a pruritic, erythematous papular rash. The arthritis 
resolved within two days of cessation of ciprofloxacin, but the rash became generalized. 


The patient had ingested no other medications in the preceding sic months. Physical 
examination revealed a generalized erythematous papular rash (sparing the face, hands 
and feet) scrotal swelling, pitting edema of the legs, and a slight bulge sign in the right 
knee. Heberden's and Bouchard's nodes, knee instability and metatarsalgia with pronation 
deformity of the feet were noted incidentally. 


The lactate dehydrogenase level (LDH) was elevated at 533 IU (normal < 290) 
glutamine oxalate transaminase (SGOT) was elevated at 359 IU (погта!<40) Raji cell 
assay for immune complexes showed 197 ug per milliliter (normal« 50). The Westergren 
erythrocyte sedimentation rate was slightly elevated at 21 mm per hour. 


The fever and rash resolved within one week of the discontinuation of ciprofloxacin, 
the LDH and SGOT returned to normal in four weeks, and the pitting of the legs and 


scrotal edema resolved within five weeks. - 
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jf Prenatal Diagnosis: 


During the past two decades, thediagnosis 
of genetic diseases in the fetus has become an 
integral part of obstetrical care. Most com- 
monly, cells obtained by amniocentesis áfter 
a 16-week gestation are being used for testing. 


The relatively advanced gestational age at 
which amniocentesis is performed and the 
need to culture amniotic cells before most test- 
ing are important disadvantages. Because of 
these delays, patient's anxiety is increased, and 
the options available to some patients become 
limited by religious or ethical concerns. In ad- 
dition, the risk to the mother of terminating 
a pregnancy, the choice of many patients with 
an abnormal fetus, increases with advancing 
gestational age. Thus, patients, their genetic 
counselors, and physicians have sought safe 
methods of earlier, more rapid diagnosis. First 
trimester chorionic villus sampling represents 
a major step toward achieving this goal. 


At present, chorionic villus sampling is 
slightly less successful in obtaining fetal cells 
than amniocentesis, but comparable in accu- 
racy. Since chorionic villus sampling was made 
available, the lack of a diagnostic alternative 
between the 12th and 15th weeks of pregnancy 
had led to the performance of anmiocentesis 
earlier in the second trimester and even late 
in the first trimester. The limited distribution 
of catheters for transcervical chorionic villus 
sampling and the existence of pregnancies with 
a placenta inaccessible to the transcervical ap- 
proach have led to the development of trans- 
abdominal chorionic villus sampling. Much 
like amniocentesis this procedure is performed 
with a needle guided into the placenta by ul- 
trasonography. It has been suggested that be- 
cause of its simplicity this may become the 
procedure of choice in prenatal diagnosis dur- 
ing the first trimester. Most recently, transvag- 
inal chorionic villus sampling with use of a 
needle guided by transvaginal ultrasonography 
has also been described. 
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The new procedures may never replace 
midtrimester amniocentesis entirely. Some pa- 
tients will seek care after the gestational age 
at which chorionic villus sampling or early am- 
niocentesis is performed. Others will have an 
increased risk only for a fetal disorder iden- 
tified after a 16 week gestation, such as a high 
level of serum alpha fetoprotein suggesting à 
possible neural tube defect, or low serum alpha 
fetoprotein, indicating an increased age ad- 
justed risk of Down's syndrome. Still others 
may choose amniocentesis as the lowest risk 
procedure despite the delays involved. For pa- 
tients who seek care early in pregnancy, the 
process of counseling and making decisions has 
become much more complex, but there are 
more alternatives. 


In the future, less invasive methods of fetal 
testing may become available. The isolation 
of trophoblasts from the maternal circulation 
is being actively pursued. If such tests are suc- 
cessful, the number of available cells and their 
growth potential will probably be limited, but 
these obstacles can be overcome. Тһе 
technique of DNA amplification from а small 
population of cells with use of the polymerase 
chain reaction testing of trophoblasts from the 
maternal circulation will become a screening 
test or a method of definitive diagnosis. Gene- 
tic studies before implantation may also be 
developed in conjunction with the new repro- 
ductive technologies, such as in vitro fertiliza- 
tion. Ultimately, our goal after prenatal diag- 
nosis should be prenatal therapy. Even more 
exciting advances lie ahead. 


(The New England Journal of Medicine 
Vol.320 March. 89) 


| * * * 
Prospects for the drug treatment of cancer 


Classic cancer chemotherapy is being chal- 
lenged at present by a new class of drugs; the 
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boilogical response modifiers. Drugs in this 
class enhance or restore immune function and 
affect the growth regulatory processes unique 
to each class of tumors. Examples are tumour 
growth factors (TGF alpha and beta, and the 
interleukins) epidermal growth factor, bombe- 
/біп, and the insulin ке growth factor. 
Strategies for tumor control are being directed 
at antibody binding to the growth factor or its 
receptor or the preparation of analogs that 
. block the growth factor. 


Not only have immune therapies been de- 
monstrated to have activity in their own right, 
but a number of drugs have been shown to 
enhance the immune system. Examples in- 
clude the antitumor effects of endogenous 
natural killer cell activity by cytoxan, and en- 
hancement of LAK cell activity by adriamycin, 
cytoxan, or flavone acetic acid. The colony- 
stimulating factors, such as G-CSF and GM- 
CSF, offer significant potential for preventing 
the side effects of chemotherapy and for allow- 
ing the use of higher doses of drugs. 


The antibody response to foreign 
molecules is a critical component of the or- 
ganism's defenses and its capacity to adapt to 
its environment. Because of the plasticity of 
the genome in regions governing the produc- 
tion of antibodies, it is possible for the immune 
system to generate antibodies of great diversity 
and exquisite specificity. Specificity and ability 
to recognize subtle structural differences in 
surface antigens are highly desirable properties 
of antitumor therapies. The development of 
monoclonal antibody technology has made it 
possible to harness the immune system for the 
purpose of tumor detection and treatment. 


Current strategies for using monoclonal an- 
tibodies involve an initial phase of determining 
antibody specificates; the ability to localize to 
tumor versus host tissues; and the ability of 
antibodies to generate a cytotoxic response, 
either through occupancy of a vital receptor 
site (such as a growth factor receptor) or to 
activate  complement-mediated ог cell- 
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mediated cell killing. Murine monoclonals, un- 
armed with either isotope or toxins, produce 
remissions in patients with advanced disease. 
Antibodies to surface antigens of chronic lym- 
phocytic leukemia cells and non-Hodgkins 
lymphoma have also produced occasional par- 
tial responses. The consensus among inves- 
tigators in this field at present appears to be 
that it will be necessary to arm antibodies with 
either potent radioisotopes, such as yttrium or 
bismuth; with bacterial toxins, such as 
diphtheria or ricin A chain; or with highly 
cytotoxic drugs, to produce effective cell kil- 
ling. An alternative approach is to construct 
chimeric antibodies containing the Fc 
backbone derived from humans and capable 
of efficiently fixing complement, combined 
with the Fab portion of the mouse immunog- 
lobulin to confer recognition of tumor anti- 
gens. 


(Ref: Transactions & Studies. Vol. X Dec. 
1988) 


* * * 


The management of oesophageal varices and 
portal hypertension 


Recent reviews have highlighted current 
management options for patients with 
oesophegeal varices and portal hypertension. 
Patients are considered for therapy in three 
circumstances: (i) for acute variceal bleeding: 
(ii) after a variceal bleed to prevent recurrent 
variceal bleeds; and (iii) for large varices that 
have not yet bled as prophylactic therapy to 
prevent the first variceal bleed. 


Acute variceal bleeding is usually massive 
and life threatening. Patients present with 
major haematemesis and/or melaena, and are 
often shocked. Such patient require immediate 
hospitalisation and active resuscitation. 


Emergency diagnostic fibre-optic endos- 
copy is mandatory to confirm varices and, if 
varices are present, that they are the source 
of bleeding. Patients presenting with suspected 
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variceal bleeding may either have no varices 
or, even when varices are present, may be 
bleeding from another lesion. Temporary con- 
trol of active variceal bleeding with phar- 
macological therapy remains controversial and 
its role is unproven: nevertheless it is widely 
utilised. The aim is to lower portal pressure 
and thereby stop the variceal bleed. A combi- 
~ nation of a continuous intravenous infusion of 
pitressin 0.4 U/min and sublingual nitrog- 
lycerine (1 tablet every half hour for upto 6 
heurs) is frequently recommended. Alterna- 
tively, recent data suggest that drugs with other 
modes of action, such as raising lower 
oesophegeal sphincter pressure, may prove 
successful. Patients with continued active var- 
iceal bleeding can be temporarily controlled 
by the modified four-lumen double-balloon 
Sengstaken tube. After inflation with 250 ml 
of air the gastric balloon is pulled tightly 
against the oesophago-gastric junction. A bal- 
loon tube is dangerous unless correctly used 
and many patients require endotracheal intu- 
bation to protect the airway. Unfortunately, 
on removing the balloon tube, the rebleed rate 
is as high as 60% and therefore additional 
therapy is required to achieve definitive 
emergency control of variceal bleeding. 


The most widely used definitive treatment 
is injection sclerotherapy, usually performed 
using a flexible fibre-optic endoscope. A high 
degree of expertise is required and emergency 
sclerotherapy must not be undertaken by an 
inexperienced — endoscopist. Increasingly, 
sclerotherapy is being performed at the time 
Of the first diagnostic endoscopy ^ut this re- 
quires considerable skill. Alternatively, 
sclerotherapy can be performed after initial 
control of variceal bleeding (with either a bal- 
loon tube or pharmacological therapy) and re- 
suscitation of the patient. 


Patients diagnosed at emergency endos- 
copy as having variceal bleeding that has stop- 
ped сап ecither undergo immediate 
sclerotherapv or be observed initially and sub- 
sequently subjected to elective therapy. Upto 
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one third of patients will have a recurrent acute 
variceal bleed after one sclerotherapy treat- 
ment. When this occurs sclerotherapy should 
be repeated 2 second time. Thereafter, further 
variceal bleeds during a single admission for 
acute bleeding have a high mortality rate if 
sclerotherapy is repeated. These patients 
should have failed sclerotherapy diagnosed 
early and be subjected to surgery to control 
the bleeding. The options are portosystemic 
shunt or a staple-gun oesophageal transection. 


Long-term definitive management must be 
considered once an acute variceal bleed has 
been controlled. The widespread adoption of 
repeated sclerotherapy as the primary treat- 
ment for the majority of patients is supported 
by published evidence. Variations in technique 
remain controversial. An attempt should be 
made to eradicate varices rapidly with re- 
peated injections. After eradication of varices, 
6 monthly or yearly follow-up endoscopy is 
required with the course of sclerotherapy being 
repeated when recurrent varices occur. Al- 
though sclerotherapy usually  eradicates 
oesophageal varices and diminishes recurrent 
bleeds after eradication, there is debate 
whether survival is improved. In addition, var- 
ices will continue to recur and lifelong follow- 
up is necessary. 


Thus the older alternatives cf portosys- 
temic shunts or extensive devascularisation of 
the oesophagus and stomach with transection 
of the oesophagus are being evaluated once 
again. Such procedures should be used early 
in patients who fail to respond to sclerotherapy 
either because of recurrent bleeds or difficulty 
in eradicating the varices. The role of surgery 
as the primary definitive therapy as an alterna- 
tive to sclerotherapy also requires further 
evaluation. Newer types of selective shunts 
may be more effective than the standard end- 
to-therapy with agents such as B-blockers in 
controversial. Problems include high cost and 
difficulties with compliance. Drug therapy may 
play a greater role in the future if long-acting 
agents with minimal side-effects become avail- 
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able. At present pharmacological therapy 
should not be used outside major institutions. 
Hepatic transplantation is the only definitive 
management for patients who present with 
end-stage liver disease associated with portal 
hypertension and oesophageal varices. It is the 
only treatment that cures both the underlying 
liver disease and the portal hypertension. Po- 
tential liver transplant recipients should have 
sclerotherapy as the primary treatment and not 
undergo major surgical procedures, particu- 
larly portacaval shunts, since these may inter- 
fere with the subsequent liver transplant oper- 
ation. 


Probably less than one-third of patients 
who have varices that have never bled will 
actually bleed’ from varices during their 
lifetime. Thus prophylactic therapy is unjus- 
tified because the majority of patients would 
be treated unnecessarily. The main problem 
has been an inability to identify patients at 
high risk of bleeding. Prophylaxis in this con- 
text means treating a patient before his first 
bleed. The aim is to improve prognosis by pre- 
venting this first variceal bleed. Prophylactic 
sclerotherapy has evoked widespread interest 
and a number of controlled trials have been 
reported. The results have been controversial, 
and thus prophylactic sclerotherapy remains 
unjustified outside of controlled trials. Simi- 
larly, other major surgical procedures are un- 
justified. Prophylactic pharmacological 
therapy, aimed mainly at lowering portal pres- 
sure, is being extensively evaluated and should 
at present be restricted to carefully conducted 
investigations in major institutions. 


ЅАМЈ Vol.75 17 Jun.1989 
* * * 
Selenium poisoning 
Selinium is an essential element for animals 
and humans, being incorporated in several en- 
zymes including glutathione peroxidase. It is 


readily absorbed from the gatrointestial tract; 
and a normal diet provides 60-150 ug/day. 
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Selenium is widely used in industry - for exam- 
ple, in semiconductor technology, electronic 
engineering, tHe glass industry, the rubber.in- 
dustry, and medicine and as a lubricant in gun 
blue. Gun blue is a lubricant solution contain- 
ing selenium acid, nitric acid and copper nit- 
rate. Toxicity is common in cattle grazing on 
seleniferous soil, and gastrointestinal 
symptoms have been reported among people 
living in highly séleniferous areas such as South 
Dakota and Nebraska in the United States. 
Selenium deficiency may cause symptoms simi- 
lar to those in toxicity and is responsible for 
Keshan disease, which isprevalent in China. 


The effects of chronic occupational expo- 
sure are well documented. They include a 
metallic taste in the mouth, an odour of garlic 
on the breath due to methylation of selenium, 
mucosal irritation, gastroenteritis, paroncyhia, 
and red pigmentation of nails, hair and teeth. 
Clinical and necropsy findings include 
haemolysis, necrosis of the liver, car- 
diomyopathy occurring within hours, convul- 
sions, pulmonary oedema and oedematous 
swelling of the kidney, infection with 
legionella, and red pigmentation of all viscera. 
Toxic concentrations of selenium may be de- 
tected in the blood and urine, but treatment 
is symptomatic. [n vitro tests of haemoperfu- 
sion for removing selenium from the blood 
have been disappointing, as might be ex- 
pected, as selenium is found mainly in erytho- 
cytes or bound to plasma protein. 


BMJ Уо1.299 29 July 1989 


* * * 
Crohn's ileitis and massive rectal bleeding 


Crohn's disease is probably the third most 
common cause of massive lower GI bleeding 
in young adults after congenital vascular le- 
sions and Meckel’s diverticulum. Crohn's dis- 
ease should certainly be considered in any 
young adult who presents with massive Gi 
bleeding and no previous history of a bleeding 
lesion. 
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The pathology of Crohn's disease shows 
varying degrees of ulceration with hyperemia 
and dilation of the submucosal vessels. These 
. vascular changes are more evident in the early 
stages of the disease while later the disease is 
characterized by mucosal and submucosal thic- 
kening and fibrosis. Thus, the incidence of se- 
vere ulceration with bleeding may be higher 
in patients with earlier stages of the disease. 


Angiography has been performed on sev- 
eral patients with bleeding from Crohn 5 ileitis. 
Superior mesenteric arteriography shows tor- 
tuosity and irregularity of vessels that supply 
the terminal ileum and cecum. Characteristic 
findings of Crohn's disease include diffuse ir- 
regular hypervascularity throughout the bowel 
wall and mesentery. The "zoning sign" de- 
scribes a double layer appearance of the bowel 
wall with a densely stained inner wall reflecting 
a hypervascular submucosa and a relatively a 
vascular muscular laver reflecting a thickened 
hyperplastic outer layer. As is often seen in 
ather inflammatory conditions, the venous 
phase demonstrates early filling of veins as well 
as dilation and tortuosity of the veins from 
affected segments. 


Nevertheless, in the current evaluation of 
massive rectal bleeding, it is my view that 
mesenteric arteriography should not play an 
early or primary role. The first step should 
laclude colonoscopy which is now known to 
be helpful even in patients with acute rectal 
bleeding. At the same time the patient can 
have an emergency gastroscopy. If both gas- 
troscopy and colonoscopy are normal then the 
small bowel is likely to be the bleeding source. 
This procedure avoids the time and possible 
morbidity associated with arteriography. The 
surgeon will be able to find the diseased bowel 
segment in most cases without arteriography. 


The treatment of massive bleeding from 
Crohn's disease consists of surgical extirpa- 
tion. As in the case of the bleeding peptic ulcer 
one cannot expect the medical treatment of 
Crohn's disease to diminish the propensity to 


bleed during the immediate short term. The 
medical treatment for inflammatory bowel dis- 
ease does not influence the likelihood that a 
clotted vessel or a constricted vessel will bleed 
or rebleed. The healing period with such treat- 
ment is much too slow. 


The current philosophy of surgery for 
Crohn's disease is to remove only the most 
diseased area and not to obtain a frozen section 
of normal tissue at the anastomosis. Thus the 
surgical resection for bleeding should remove 
the grossly ulcerated areas and not all micros- 
copically involved ileum. 


Crohn's disease may present with massive 
rectal bleeding as the initial manifestation of 
ileitis. Most often patients who have Crohn's 
colitis will not present with massive bleeding 
as the initial manifestation. They will have 
diarrhea and abdominal cramps more often. 
If the bleeding stabilizes, the evaluation should 
include colonoscopy, with an attempt at exa- 
mining the ileum and also a small bowel series 
which may better demonstrate the changes in 
the ileum but is not routinely necessary. 


Ref: New York State Jl. of Med. Vol.88 
Oct.1988. 


* * * 


Brain abscess: А complication of cocaine 
inhalation 


The epidemic of recreational cocaine abuse 
has led to a host of adverse health consequ- 
ences. Frontal sinusitis secondary to nasal in- 
halation of cocaine is well recognized, as is the 
relationship of frontal sinusitis and brain 
abscess. 


The centuries-old recreational use of 
cocaine has involved the chewing of the Eryt- 
hroxin coca leaves by the Amara Indians in 
the Andes, as well as intravenous injection and 
nasal inhalation by individuals from all seg- 
ments of modern society. 
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The hydrochloride moiety of the molecule 
renders it water soluble but topically irritating, 
with an acidic pH of 4.0. Inhalation of pure, 
or more often adulterated, cocaine, may cause 
mucoperichondrial ischemia that can lead to 
necrosis and infection (sinusitis) with adjacent 
osteitis. Nasa! and paranasal sinus symptoms, 
when otherwise unexplained, should arouse 
suspicion of cocaine inhalation. 


Brain abscess carf^be a sequel of ear and 
sinus infections, especially when the frontal 
sinuses are involved. The spread of infection 
from the sinuses to the brain substance may 
occur directly through areas of osteitis, or as 
a septic thrombophlebitis along the valveless 
venous plexi which connect the intracranial 
veins with those ofthe sinus mucosa. Typically, 
a cerebral infection is associated with local nec- 
rosis and abscess of formation. 


* * * 


The high death rate due to brain abscess 
is the result of a combination of factors: failure 
to locate the abscess, a virulent infecting or- 
ganism, an immunocompromised host, multi- 
ple abscess formation, ineffective antibiotic or 
other medical therapy, and inadequate surgical 
treatment. 


Given the ease of availability and wide- 
spread abuse of cocaine, sinus pathology and 
intracranial symptoms should alert physicians 
to the possibility of brain abscess. 


Ref: New York State Jl. of Med. Vol.88 De- 
cember 1988 


* * * 


* * * 


It doesn't matter from which body it comes 
All its atoms and molecules 
һоме, іп the post 
been part and parcel 
of another body in another life. 


There are no neu particles 
no unused otoms. 
Creation has produced this incredible store 
of interchangeable parts 
and it matters not whence, or in what manner 
they came together, 
or who artfully arranges them 
into the human being in which they are fashioned. 
It is part of all of us - Stat Stuff 
We are all its parents and its children. 
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Jerome R. Dorkin 


(The New England jourrial of medicine) 
Vol. 320 Арг.89 


* * * 


JUNE 790 


M92-TONE'svaw 


restores the natural balance between a 
the endocrines, emotions З 
and nutrition 


5 


Delayed puberty 
irregular Cycles 

Habitual Abortions 
Menopausal disturbances 


Dosage: 2-3 teaspoonful 
thrice daily. 
Presentation: Bottles of 
200 mi. & 400 ml. 


! Pharmaceuticals 
(India) Ltd. 
Bombay-400 011. 





ASTHMA VACCINE 


College ot Chest Physicians invites your attention that fresh stock of Asthma Vaccine is availabje for 
ready supply to medical profession in India in phials of 10 ml. packings. 
The Vaccine is: 

e Broad Spectrum ө Slow Desentising agent ө Most Effective in: 

(1) Astham (2) Bronchitis 

Price: (1) Fast Acting Type: Rs. 195/- per phial 

(2) Retard Acting Type: Rs. 590/- per phial 

Kindly send full money in advance by DD/MO. For Consultation/Training Contact. Dr. Khanna, MD, DM. 


MEMBERSHIP/FELLOWSHIP CERTIFICATIONS 
in (i) TROPICAL CARDIOLOGY and (її) TROPICAL PULMONOLOGY 
Fee Schedule: 
Membership (MCCP) : Rs. 350/- Fellowship (FCCP) : Rs. 600/- Life Fellowship : Rs. 1000/- 
Life Memebership: Rs. 750/-; Membership for Institutions: Rs. 750/- 
Renewal fee: Rs. 25/- per year 
Selection criteria: MBBS/MD and to submit a dessertation on an assigned subject. 


g INSTITUTION OF TEACHING 
ACCP's teaching institute is attached to 750 beded Lukman Hospital under construction meant for training in: 
(i) RESPIRATORY DISEASES (іі) DE-ADDICTION-CUM-PSYCHOLOGICAL PROBLEMS 


For details contact 
Secretary General 
College of Chest Physicians 
P.O. Box. 6551, B-9 Tagore Garden, New Delhi - 110 027 
Fax: 5411782; Telex: 31-66309; Cable: 'ASTHMA' 
Phones: 502204; 5415658; 541 5379 


BUTACETAMOL TABLETS THIODRIPAM TABLETS 
Neomycine Cream B P.C. 10 Gm. Vit. Da iso, 


Neomycine Creem B.P.C. 10 Gm. Vit. 03:100 IU. A37 THE ANTISEPTIC JUNE 1990 


MOSBY-Low-Priced Reprint from В.І 
Finegold : Bailey and Scott's Diagnostic Microbiology, 7/e 


This practical textbook is designed for use by medical technologists, college 
microbiology majors, and students of medical microbiology. It's been completely 
re-written, newly designed edition provides students with a core textbook containing 
the most current research and trends. New material includes information on virology, 
parasitology, immunoserology, infectious disease, and AIDS. New chapters cover 
specimen collection, laboratory safety, and the impact of DRUGS. 


914 pages, 232 illus, B..Rpt. 1990 (US Price $ 46.95) Rs.595.00 


Bauer: Clinical Laboratory Methods, 9/e 


Main chapters : Unit one/Introduction. Unit two/Hematology. Unit three/ 
Immunohematology. Unit four/Clinical Chemistry. Unit five/Microbiology. 
Unit six/Serology and Immunology. Appendix : Normal values. 


1247 pages, 667 illus, 19 colour plates. B..Rpt. 1990 (US price $ 46.00) Rs.570.00 


Margulis: Alimentary Tract Radiology, 4th Edition 
Hailed through the years as the most accurate, authoritative reference 
available on gastrointestinal radiology, this new edition maintains and im- 
proves the tradition. New chapters discuss physiology of the gastrointes- 
tinal tract, MRI and CT of the esophagus and esophagogastric region, 
defecography, radionuclide exams of the pancreas, endoscopy and MR 
spectroscopy of the liver and biliary tract, and AIDS. 


2242 pages, 4454 illus, 2 vols. B..Rpt. 1990 (US Price $ 329.00) Rs.1985.00 


Enzinger: Soft Tissue Tumors, 2nd Edition 


Thoroughly updated with modifications of the World Health Organization 
classifications, this definitive reference presents state-of-the-art informa- 
tion. New chapters on clinical and radiologic evaluation and interpretation 
are co-authored by a cancer surgeon and a radiologist. All new chapters 
present immunopathology of soft tissue lesions and vascular tumors of 
intermediate malignancy. Immunohistochemistry, now a vital part of diag- 
nosing tumors, is presented and integrated into each chapter. 


1000 pages, 1540 illus, B..Rpt. 1990 (US Price $ 184.00) Rs.900.00 
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Surgical MCQs 
Second Edition 1985 


J.L. Craven 
J.S.P. Lumley 


Publishers: Churchill Livingstone 


Publications: B.I. Publications Pvt.Ltd. 
Promotion Department 
61-63, Lakshmi Building, 
4th Floor, 
Sir Phirozeshah Mehta Road, 
Bombay - 400 001. 


Year: 1985 
Price: £ 1.75. 


The objective testing method is supposed 
to be the best way to assess the depth of the 
knowledge of a candidate appearing for the 
examination. This is done by multiple choice 
questions. The book on 'Surgical MCOs' 
edited by J.C. Craven and J.S.P. Lumley con- 
tains 414 well selected questions with four 
answers for each question. The questions with 
four answers for different heading including 
the fundemental topics in surgery like fluid 
and electrolyte balance shock, wound healing 
and post operative complications. The last 
three sections are devoted for fracture and dis- 
location. There are 19 sections in the book 
with about 20-22 questions in each section. 


As the authors themselves said in “How to 
use this book" column, the questions and 
answers (True or false) are arranged in such 
a way that all questions appear on left hand 
pages and all answers on right hand pages. A 
student who wants to have a self assessment 
can go through the questions given on the right 
side of the pages and later confirm the correct 
answer by going through the left side of the 
pages. The important aspect of the answer col- 
umn is for each answer true or false, the reason 
is given why that particular answer is true or 


false. This will be very useful for the students 
to correct themselves then and there. 


The questions are selected in such a way 
that it includes not only the established con- 
ventional aspects of the surgery but also the 
recent developments in surgery. 


This book will be very useful for exam 
going students and also for those who are writ- 


ing the entrance examination for the medical 
course. 


/ 


(Dr.P. Sivalingam) 


* * * 


Manual of Medical Therapeuticis 
26th Edition 


William Claiborne Dunagen 
Michael L. Ridner 


Publishers: Little, Brown, & Boston, 


Toronto, Boston, London. 


Publications: B.I. Publications (P) Ltd, 
Promotion Department, 
61-63, Lakshmi Building, 
4th floor, Sir P.M.Road, 
Bombay - 400 001. 


Price: $ 8.95 (ISE) 
Year: 1989 


Yet another spiral manual, this gives a cap- 
sule package of information on therapeutic 
measures. The chapters on nutritional therapy, 
fluid and electrolyte management and basic 
life support are particularly impressive. There 
is a certain redundancy in the chapters on an- 
timicrobials and infectious diseases. The ap- 
pendixes on drug interactions, infusion ratio 
and immunisation are quite informative. The 
small print matter is profuse with subheadings, 
tables and illustrations. The success of this 
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Book - Review 





book with the medical profession is apparently 
seen from this 26th edition coming out after 
just about 40 years of its publication. Designed 
to help in “decision-making in critical situa- 
tions" by practitioners, I personally feel it 
serves more the need of an upto-date revision 
of knowledge by the postgraduate students in 
medicine, for their discussion of cases in depth 
and for the need for reference to drug therapy 
of diseases, particularly when the choice is de- 
licate. On the whole this is a useful book-addi- 
tion to the other manuals in this series pub- 
lished, all at the same low international student 
edition (ISE) price of $ 8.95. 


(Dr.N. Hariharasubramanian M.D., Ph.D) 
| 5% ж 
Coronary care for the House officer 


Michael W Rich 
Williams & Wilkins Baltimore 


Publications: B.I. Publications, 
Promotion Department, 
61-63, Lakshmi Building, 
4th floor, Sir P. M.Road, 
Bombay - 400 001. 


Price: $ 9.95 (ISE) 
Year: 1989 


This book is about the problems, proce- 
dures and drugs which a house officer would 
encounter in the coronary care unit. Beginning 
with the general guidelines on diagnosis and 
managemet of chest pain, the chapters unfold 
into specific problems - myocairdal infarction 
and sequelae, management of arrhythmias, 
etc. Elective and emergency procedures are 
dealt with in a separate section. I feel that 
their inclusion at appropriate junctures preced- 
ing the relevant problems or immediately fol- 
lowing them, might have been more useful - 
2.8. procedure of cardioversion next to man- 
agement of arrhythmias, catheterisation next 


to invasive haemodynamic monitoring 
pacemaker insertion next to pacemakers. 
Nevertheless, the presentation on the whole 
is clear and precise. Perhaps the small print (a 
compromise to accommodate so much infor- 
mation in a pocket-book) may be taxing to the 
eyes of the already overworked medical officer 
in the coronary unit but it will certain'v се а 
useful reference, at least on the ‘off-duty «ys. 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


* * * 


*MCQs in undergraduate obstetrics and 
Gynaecology" 


Ian Johnson 


Publication: B.I.Publications (P) Ltd. 
Promotion Department, 
61-63 Lakshmi Building, | 
Sir.P.M.Road, 
Bombay - 400 001. 


Year: 1985. 


Price: £.1.25. 


This is an excellent book for both under- 
graduates and postgraduate medical students. 
It will be very useful for the students in writing 
various entrance examinations which are of 
objective type and also in answering oral 
examinations. Since the answers are of a 
explanatory type, students will also easily ac- 
quire the knowledge which will be derived by 
reading a text book. As the answers are printed 
over-leaf the questions, it is easy to find out 
the answers quickly. 


Totally it is a very useful book for the med- 
ical students. | 


(ОК. Јауат Каппап) 


* * * 
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Glimpse into History 


John Hughlings Jackson 


(1835-1911) 


The name of Hughlings Jackson is written 
in our everyday medical vocabulary, thanks to 
the great Charcot, who labelled the simple par- 
tial seizure Jacksonian fits. He was initiated 
into medicine by Sir Jonathan Hutchinson and 
later joined the team of Brown-Sequard, Fer- 
suer and Crichton in Queen Square. He was 
exclaimed the father of British Neurology and 
was the foremost of the brilliant staff that made 
Queen Square, London, a center of world 
neurology at that time. He formulated the con- 
cepts explaining all seizures, postulated the 
evolutionary. levels of the sensori-motor 
mechanism and the evolution and dissolution 
of motor activity. This early interest in epilepsy 
was sustained through the vears, possiblv by 
the fact that his cousin-wife had Jacksonian 


Jackson published as many as 300 papers; 
but most of these were in obscure journals. 
His writing was sober, repetitive and bereft of 
figures, illustrations or statistical data. Nor did 
he refer to personal anecdotes of patient man- 
agement in his writings, though he had an ac- 
tive practice. He had fierce arguments over 
the theory of cerebral localisation with Paul 
Broea. Hughlings Jackson was a founder 
editor of the journal Brain (1878) and a foun- 
der-staff of the National Hospital, Queen 
Square, London (1863). Jackson as a man, was 


quick, unassuming, serious and hobbyless. He 
was easily fatigued, restless and could not en- 
dure boredom. He suffered from vertigo and 
migraine and led a lonely life. He died of 
pneumonia at the age of 76. 


epilepsy. 
(Dr.N. Hariharasubramanian M.D., Ph.D) 


* * * * * * 
Dr. Thomas Hodgkin, 1798-1866 


Many physicians know very little about Thomas Hodgkin, except the fact that he 
described a malignant disease of the lymph glands. This marvelous man was a well-to-do 
Quaker with far reaching ideas, obviously ahead of his time, that endeared him to many 
and made enemies of more than a few. His life was full and productive. He experienced 
acclaim and rejection but remained stron in his beliefs and persistent in his desire for 
social reforms. His accomplishments include a short period as an apothecary's apprentice 
followed by a career as physician, teacher, and humane practitioner. He was probably 
the first to describe a defect in the aortic valve, appendicitis and peritonitis. He also 
advocated preventive medicine. Dr. Hodgkin traveled extensively, usually as a companion 
to a dear friend, Moses Montefiore. He objected to the oppression of Jews, American 
indians, and black slaves and favored equal medical treatment for the rich and the poor. 
He set high standards for the education and training of physicians, but was devastated 
when Guy's Hospital failed to promote him. Thomas Hodgkin was the first to advocate 
health insurance. Hodgkin was also the first to introduce the stethoscope ta England, 
and gave the first course in “Pathologic anatomy”. 


* * * * * * 
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COMMON DISEASES OF THE 
ALIMENTARY TRACT, 
PANCREAS, LIVER AND 
GALL BLADDER 
Diagnosis and Treatment 
N.R.Konar & Asis Kumar Price : Rs.35.00 


TODAY'S DRUGS VOL. 3 


Price : Rs. 35.00 
PUBLIC HEALTH NUTRITION 
IN DEVELOPING COUNTRIES 
Kalvan Bagchi Price : Rs. 45.00 


MEDICAL JURISPRUDENCE 
AND TOXICOLOGY 


B.K. Sengupta Price : Rs. 30.00 
A HANDBOOK OF 
CLINICAL PATHOLOGY 


Chakravarti & Bhattacharya 
Price : Rs. 60.00 


British Medical Association 
Publications are available with us 
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Excipients — q.s. 
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meals twice a day or as directed by the physician. 
INDICATION : Hyperglycemia and 
Hypercholesterolemia 
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Granules with a spoon (5 gm.) Also in 5gm. 
Sachets. 
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A 50 vear old left handed male artist pre- 
sents with pain, swelling and numbness in the 
left hand of 2-4 months' duration. The hand 
looks congested. swollen and tender. Wasting 
of muscles is not evident. Patient is a non- 
diabetic, non smoker, has no cervical pathol- 


* 


Case of the month 


ogy and venous flow studies of arm are normal. 
Rheumatoid factor is negative. Other svstems 
normal. 


What is the probable diagnosis? 


(Dr. М. Hariharasubramanian M.D.. Ph.D) 


* 


Answer to Case of the Month May - 90 


Positive Coomb's test, severe anemia and 
spherocytosis and polychromasia-all suggest 
haemolytic anaemia. In the absence of other 
factors for haemolysis, the most likely cause 
is that the haemolytic anaemia is drug-induced, 
methyldopa being the most probable one. 


* * * 


Correct Answers Received for Quiz - March ”90 


1. Dr. С.К. Chidambaram, 
Murali Nursing Home, 
Kovilpatti. 

2. Dr. Sukhmindersingh Dhillon, 
Panj Grain Kalan, 
Dt. Faridkot-151 201. 

3. Dr. A.P. Naveen Kumar, 
The Jaipur Sugar Company Ltd., 
Rayagada, 
Orissa. 


* * * 


* * * * * * 


Correct Answers Received for 
E.C.G. Quiz March '90 


1. Dr. Jagadeesh Prasad, 
Sugar Factory Post, 
Biswan 261 201. 


. Dr. T.G. Kalkura, 
No.3, University Road, 
Trichy. 

3. Dr. M. Rajeshwaraiah, 

Srinivasa Nursing Home, 


tr 


Jammikunda, 
Delhi. 
* * * 


L 900 000 for a national survey of sexual attitudes and lifestyles in England has 


agreed to provide u.k. the necessary. 
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COACHING IN SEXOLOGY FOR DOCTORS 


CONTACT: ГК. E. RAJAGOPALA REDDY, M.B.B.S.. ҒІС. (U.S.A), 
CONSULTING SEXOLOGIST, 
MEDINOVA DIAGNOSTIC SERVICES. 
99, INFANTRY ROAD, 
BANGALORE - 560 001. 
PHONE: 568423 / 563455. 


(AVAILABLE IN ROOM NO. 4, THIRD FLOOR. 
ON FIRST AND THIRD SUNDAYS EVERY MONTH.) 


PERMANENT: 
ADDRESS: | 
SOMASEKHARAPURAM, 
BEHIND V. R. COLLEGE, 
NELLORE - 524 001. (A.P.) 
PHONE: 2144. 






atis and Anaerobes. 






fuse u^ 
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[The characters mentioned in this advertisement issued by U.S.Vitamin (India) Ltd., Worli, Bombay-18, 
are fictitious and bear no resemblance to any living or dead person.] 
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€.C.G. Quiz 





A post menopausal woman with mitral 
stenosis and tricuspid stenosis has a routine 
check up. What abnormalities are seen in the 


(Dr. N. Hariharasubramanian M.D., Ph.D) 
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Answer to E.C.G. Quiz of May 90 


S in I, II, III poor R progression in V1 - V3, 
Prominent 5 in Vs - Right Ventricular 2 
һурегіторһу 

Tall P in II III, arF - Right atrial hypertrophy 
Atrial T waves (Ta) and Tochycardia - Cause 
the ST changes 
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Interruption of which of the tracts is the 
cause for relief of pain in the right leg 
by antero lateral cordotomy? 


A. Left ventral spinothalamic tract 
B. Right lateral spinothalamic tract 
C. Left lateral spinothalamic tract 
D. Left dorsal column 


In which of these areas is tactile discrimi 
nation greatest? 


A. Palm 

B. Dorsum of hand 
C. Lips. ^. 

D. Finger tips 

E. Back of scapula 


In a rotary test, when will a vertical nys- 
tagmus be found? 


A. With the head tipped back 

B. With the head tipped forward 

C. With the head turned to the side 
Humans can distinguish approximately 


A. 100 odours 
B. 200-4000 odours 
C. less than 50 odours 


Which of these is true of quadruplegia? 


. Decrease in testosterone secretion 

. Hypercalcemia 

. Diminished growth hormons secre- 
tion 

. None of the above 

. All of the above 


то OU» 


ж 


Correct Answers Received for 
"Case of the Month“ - March 790 


1. Dr. C. Ramesh, 
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New Washermanpet, 
Madras-81. 


VII 


"VII. 


Appetite is increased by all these, except: 


A. Distension of stomach 
B. Insulin deficiency 

C. Hypoglycemia 

D. Fall in body temperature 


.Meynert's nucleus basalis sends: 


A. Cholinergic projections to forebrain 
B. Adrenergic projections to forebrain 
C. Serotonergic projections to foreb- 
rain 


Low I'?' uptake, elevated T4 and nor- 
mal/low T3 are most likely due to: 


A. Thyroid carcinoma 
B. Treatment with T4 
C. T3 hypothroidism 

D. Oral contraceptives 


Which of these 
NIDDM? 


is uncommon in 


A. Microangiopathy 
B. Severe ketosis 
C. Obesity 

D. Hyperinsulinism 


Vigbatrin is a: 


A. Serotonin agonist 

B. GABA agonist 

C. GABA antagonist 
D. None of the above 


x (For answers see Page 328) 


2. Dr. C.S. Madgaonkar, 
Sachidanand Clinic, 
Huble. 

3. Dr. Beerakabapaiah, 
Beeraka Nursing Home, 
Chirala, A.P. 
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In a collaborative venture between 3M and 
Birla, a Rs 12 crore project set up in Bangalore 
will manufacture and market a host of surgical, 
opthalmological and dental products inciuding 
3M's Micropore, the surgical tape. Ioban 2 an 
antimicrobial incise drape, 3M sterivac 4XL a 
microprocessor-controlled Ethylene Oxide gas 
sterilizer that sterilizes surgical instruments, 
Multifocal Intraocular lens 3M Vitrabond, an 





ionomer liner Silux Plus, a restorative filling 
and Soflex Polishing Disk. 


For more information on Birla 3M Health 
Care products, contact Mr Naresh Hosangady, 
Birla 3M, Jubilee Building, 45 Museum Road, 
Bangalore 560 001. 


Telex:0845-8556 BMMM IN, Phone: 567348, 
567878 





ж ж ж ж ж ж 
Answers to Medi Quiz 
I-C I-E III -A IV-B 
V-D VI-A VII-A VIII - B 
IX-B X-B 
* * * * * * 
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Softouch 





that heals... 


NO AUTOCLAVING REQUIRED-STERILIZED BY GAMMA RADIATION 
GAUZE SWABS EYE PAD 








SOf AD лс 
EYE PAD 
DE, бы ім қы STERILISED STERILISED 
10 х 10 Хх IK 4 m ee ey қа 


tm Cm P, Mo 
76%) 16 х 5 


size: 10.0 cm x 10.0 ст 7.5 ст х 7,5 ст 5.0 стх 5.0 ст 


Product Plus 
- Made from superior cotton yarn (16 ply) 


Product Plus 
- Eye Shaped - fits perfectly 
- Contains cotton wadding 


- Quicker rate of absorption (less than 10 seconds) and wonder filter wrap 
- Higher retention capacity - Highly absorbent 
- Less adherance to healing tissue - Extra soft and hygienic 


Also available Abdominal Gauze swabs with tape and X-Ray detectable thread in various sizes., 
Paraffin Gauze and operation Dressing Pads 


SOFT ROLL 








2 


ROLLED BANDAGES 


NOT STERILIZED PRODUCTS 


(Not directly in touch with wound) 





ORTHOROLL 
Product Plus SOFT ROLL 
- Made from superior 
cotton yarn 
- individually packed ; 
in cellophane paper size: 10cm x 3 Mtr 15 cm x 3 Mtr 
Product Plus 
- Extra soft and comfortable 
- Protects the bony prominences B 





Size: 5.0 cm x 3 mtr 
7.5 cm x 3 mtr 


A ll a SURGICAL DRESSINGS 


are manufactured to 
precision on fully automated imported machines and packed in hygienic conditions 


SOFTOUCH HYGIENE PRODUCTS (MARKETING) PVT. LTD. 





BOMBAY OFFICE HEAD OFFICE 

3/1208, Navjivan Co-op. Hansol, P. O. Sardarnagar 
Housing Society Ltd. Ahmedabad 382475 (Gujarat State) 
Lamington Road, Phones : 65182/ 67334 

BOMBAY -400 008. Gram : SOFTOUCH 


Tele. : 397094 Teiex : 121 6 476 SOFT IN 
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For emperical therapy 
of routine infections 
the broader spectrum is the 
logical option 





. ORIPHEX 


тру ALIDAC) 


THE GICAL "CHOICE IN 
— Post operative infections 
— Osteomylitis 
— Infections caused ру KLEBSIELLA and STAPH 
— Urinary: Tract Infections 
— Pneumonia 


AVAILABLE AS 
ORIPHEX 250, ORIPHEX 500, 
ORIPHEX DRY SYP. 


For more details, please write to Medical Division 


ХЕ» әү, ALIDAC GENETICS & PHARMACEUTICALS 
Ghodasar, Ahmedabad. 
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BREAKTHROUGH 





Core is manufacturing High Quality I.V. Fluids using the most sophisticated Filtration 
system and state-of-the-art Aseptic Form-Fill-Seal technology. Its product range 
includes Rehydrating solutions, Electrolyte solutions, special purpose solutions for 
Acidosis, Alkalosis, Burn therapy, Plasma volume expanders, Chemotherapeutic 
Agents like Metronidazole I.V., Invert sugar solutions etc. It has a capacity of 22.5 
million bottles per annum which ít expects to further double within a short period. 
Core is committed to provide IV Fluids matching the highest quality standards 
available anywhere in the world. 


FOR FURTHER INFORMATION PLEASE WRITE TO. 


CORE PARENTERALS LIMITED 
| siis | NARAYAN CHAMBERS, ASHRAM ROAD, AHMEDABAD - 380 009 
Tele. No. 78265, 78266 TELEX : 0121-6694 (CORE IN) GRAM : GROWTH 


Estd. 1904 
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Aimil's 
ZYMNET Syrup, The herbal appetiser| 








That brings you relief i in 


30 minutes | 


or your 
.. money is back. 





AMIL PHARMACEUTICALS (1) PVT. LTD. 


- REGD. OFFICE: 2699 MAIN PATEL ROAD. NEW DELHI-110 008 PH: 5713041, 581203 
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HEVITAL 








REVITAL 
A UNIQUE BLEND 
Ginseng 





* Vitamins * Minerals *Lipotropic Factors - 






REVITAL BogyRevitalzer а & 


e Reduced physical and mental efficiency 
e Fatigue and lassitude | 

€ Physical and mental stress 

e Debility - 

e Convalescence from prolonged illness 







For further information 
please contact 


RANBAXY 
LABORATORIES LIMITED 


S NEHRU PLACE. NEW DELHI-110 019 
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Alarsin’ 5 5 дуигуеаїс Diuretic 


in the management of all conditions & diseases 
where safe, SI smooth & sustained diuresis is required 


COMPOSITION: Punarnava, Gokshura, Ikshu Mul, 
Anantmul Kala Kadu, Amala etc. with Guggul and Shilajit 


POSITIVE ADVANTAGES 


Supported by Pharmacological & Clinical 
experience and research studies. 
Synergistic action & effects of ALURETIC 
ingredients. 
e Onset of Diuresis within one hour 
of administering first dose of 1-2 tabs of 
Aluretic. 
This diuretic effect lasts for 5 to 6 hours. 


e Safe, Smooth & Sustained DIURESIS. 


Increases output of urine without causing 
strain or adverse effect on kidneys 


e Improves functions of: Kidneys, Heart, Liver 
& Lungs. 


Regularises urine elimination & excretory 
functions" 


“INDICATIONS: For short term же: 3 
tin all conditions and diseases where intraocular pressure particularly pre- 
Safe, Smooth, Sustained Diuresis is operative and post-operative. 


required). Pitting oedema in Obesity 


І Maintenance therapy: Where long 
МЕРЕК Mig io Moderate i term diuretics intermitantly or 
ж Renal: insufficiency, malfunction, continuously required. 


Nephritis. DOSE: | 
* Cardiac: Mild to moderate High 1-2 tablets at a time, Maximum 6 
B.P congestive heart failure. tabs, in 24 hours in divided doses. 
+ Pulmonary congestion Last dose not to be given late in the 
Oedema: Postural, anaemic evening particularly during initiation 
Routine Use: idiopathic oedema, of treatment (Interval between two 
late middle & old age when kidney doses is to be adjusted as per 
function is diminished. individual requirements) 


Prescribing Index with latest Dosage Scheme. 
Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
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Epilepsy 


Natarajan M., Muthukumar N. 


Incidence: 


Introduction 


Epilepsy refers (оға condition in which patient experiences recurrent 
seizures. A seizure is defined as a sudden involuntary time limited 
alteration in behaviour including motor activity, sensation, conscious- 
ness or autonomic function accompanied by an abnormal electrical dis- 
charge in the brain. Seizures are symptoms of a disturbance in the brain. 
A seizure is paroxysmal uncontrolled discharge of central nervous system 
neuronal pool causing clinical symptom and signs that interfere with 
normal brain function. The attacks may be transient due to metabolic or 
toxic abnormalities which secondarily affect the central nervous system. 
The common seizures are due to the residue of an acute insult to the 
brain like trauma, encephalitis or infection with resultant complication 
of healing. The word Epilepsy implies chronicity and tendency to recur- 
ring seizures with primary defect being found in the brain, as opposed 
to transient complications of disease affecting the central nervous sys- 
tem. A single seizures or a cluster of attacks is not enough for diagnosis, 
of epilepsy. Occurance of attack with widely varying intervals is the 
clinical characteristic of epilepsy. Since symptoms are episodic and spon- 
taneous, epilelpsy is a paroxysmal disorder. Epilepsy is a symptom of 
paroxysmal CNS dysfunction. It is a sign of static or ongoing pathological 
process. Since brain tumor, arteriovenous malformation, brain sepsis, 
cause seizure, investigations are necessary before the idiopathic epilepsy 
is established. It may be necessary to repeat the investigations from 
time to time. Space occupying lesions require necessary surgical treat- 
ment. Static cerebral lesions are treated medically since recurrence sei- 
zures often cause progressive irreversible brain damage. 


Classification of Seizures: 


The annual incidence is 50 for 1,00,000. 
The incidence is high in the first year of life, 
low in middle age and higher again in persons 
above 55. Most of the seizures are partial in 
type. The typical absence seizures (petit mal) 
occur between the age of 4 and 10 years. 
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The international classification seizures 
makes a distinction between seizures of focal 
onset which may become generalised secon- 
darily and those that are generalised from the 
beginning. The classification depends on clin- 
ical seizure type and EEG seizure type. 


Partial: 


Partial seizures are those in which initial 
clinical and EEG changes point to involve- 
ment, limited to one hemisphere of the brain. 
The partial seizures are classified as simple 
partial seizures without impairment of con- 
sciousness and complex partial seizures where 
consciousness is impaired at the onset. 


Generalised Seizure: 


Generalised seizures are those when the 
clinical finding indicates initial involvement of 
both hemispheres as shown by initial involve- 
ment of consciousness with motor manifesta- 
tions, and EEG changes being bilateral. 


Unclassified Seizures: 


Unclassified Seizures are those that can not 
be classified due to inadequate data. Under 
this comes neonatal seizures and rhythmic eye 
movements. 


Status Epilepticus: 


This term is used where seizures persist for 
a long time without patient recovering in bet- 
ween the attacks. 


International Classification of Epileptic 
Seizures (Modified) 


I. Partial Seizures (seizures beginning locally) 


A. Simple partial seizures (consciousness 
not impaired) 


1. With motor symptorns 

2. With somatosensory or special sensory 
symptoms 

3. With autonomic symptoms 

4. With psychic symptoms 


B. Complex partial seizures (with impair- 
ment of consciousness) 


1. Beginning as simple partial seizures and 
progressing to impairment of conscious- 
ness 

2. With impairment of consciousness at 
onset 

a. with impairment of consciousness only 
b. with automatisms. 


C. Partial seizures secondarily generalised 


à. secondary to simple partial seizures 
b. secondary to complex partial seizures 


ж” 


П. Generalised Seizures (bilaterally symmetri- 


associated with  Lafora’s 
Ganglioside storage disease. 


cal and without local onset) 


A. Absence seizures 

B. Myoclonic seizures 
C. Clonic seizures 

D. Tonic seizures 

E. Tonic-Clonic seizures 
F. Atonic seizures 


Ш. Unclassified Epileptic Seizures (Due to. 
incomplete data) 


Absence Seizures (Petit Mal): 


There is no evidence of focal onset either 


clinically or EEG wise. The attack consists of 
short interruption of consciousness from 3-15 
seconds and the patient immediately becomes 
normal. Simple absence consists of only a mo- 
tionless stare unassociated with the other 
motor activity. This is less common. Most com- 
mon absence is associated with motor activity 
like bilateral symmetrical eye blinking. Ab- 
sence seizures may cause decline in school per- 
formance in a previously normal child. 


Primary Generalised Tonic-Colonic Seizures 
(Grand Mal): | 


The attack starts with audible cry followed 


by generalised tonic posturing lasting from 10 
to 30 sec. This is followed by clonic activity 
without evidence of focal activity. During this 
time patient is cyanotic exhibiting tongue bit- 
ing and may have urinary incontinence. During 
this period patient is unresponsive to any 
stimuli with markedly reduce muscle tone. 
This is followed by postictal confusion lasting 
several minutes, sometimes as long as 12 hrs. 
The other rare types are purely tonic or clonic 
or atonic seizures. 


Myoclonic Seizures: 


Myoclonic seizures may be idiopathic or 
disease апа 


Partial Seizures: 


Here the seizure has a focal onset. It is 
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called elementary partial seizures if during the 
focal seizures, there is no impairment of con- 
sciousness. In complex partial seizure there is 
a focal seizure associated with impairment of 


consciousness. Automatism occurs during (ће 


seizures. This may be continuous motor activ- 
ity or a new activity with ictal impairment of 
consciousness. The automatism may show it- 
self as 1) Eating, (chewing and swallowing), 


2) Mimicry, 3) Gestural automatism, 4) Am- 
bulatory behaviour, 5) Verbal automatism. 
Partial seizures may be associated with aura, 
like raising epigastric sensation, flashback, 
fear, olfactory or gustatory hallucination or 
visual hallucination or auditory hallucinations. 
The attack lasts for about 3 minutes approxi- 
mately and may vary from 10 to 28 minutes. 
In atypical complex partial seizures there is 
motionless stare for a few seconds followed by 
stereotype automatism and confusion for sev- 
eral minutes. 


Status Epilepticus: 


Major motor status epilepticus is defined 
as the occurence of 2 or more primary or sec- 
ondary generalised tonic-clonic seizures with- 
out return to normal consciousness between 
the ictal events. This is an emergency since 
mortality is 1076 in patients who are in status 
for 12 hrs. or more. Permanent brain damage 
may occur with 60 min of continued status 
epilepticus. 


Nonconvulsive Status Epilepticus: 


This may be absence status or complex par- 
tial status. Absence status occurs in adults 
whose EEG shows bilateral syncronous spike 
and wave discharges. This is terminated by the 
intervenous diazepam with abrupt return to 
normal behaviour, in contrast to complex par- 
tial status epilepticus where the behaviour is 
variable with patient interactive with environ- 
ment in both appropriate and inappropriate in 
manners. The attacks are followed by pro- 
longed postictal confusion. 


Epilepsia Partialis Continua: 
Epilepsia Partialis Continua refers to a 


focal fit usually motor with consciousness pre- 
served. It is differentiated from partial motor 
seizures by the absence of progression from 


tonic to clonic with spread to other group of 
muscles. 


Other Causes of Seizures: 


Eclampsia and Hypertensive Encaphalo- 
pathies: 


eclampsia causes convulsions. It is a form 
of hypertensive encaphalopathy. Fits occur- 
ring during labour is due to excessive water 
load and oxytocin. It is treated by a rapidly 
acting duiretic. 


Hypocalcaemia: 


It is a relatively common cause of 
generalised seizures in new born babies, with 
rickets in older children and in adolescents 
with hypoparathyroidism. 


Hypoglycaemia: | 


Here fits occur after missing a meal with 
the excessive sweating. Lack of sleep and emo- 
tional disturbance may also precipitate sei- 
zures. 


Syncope: 


Loss of consciousness and the fall are more 
gradual. This may occur in heart block like 
Stoke Adams Syndrome, transient cardiac ar- 
rythymia with inadequate cerebral perfusion, 
Valsalva manoeuvure caused by micturition or 
whopping caugh. It is stated unexpected car- 
diac causes account for 30% of late onset fits. 
Epileptic fits, focal becoming generalised is 
common at the onset of cerebral infarction 
and withdrawal of alcohol, hypnotics or anti- 
depressants may cause seizures. 


Epileptic Syndromes: 
Febrile Convulsion: 


Single or recurrent generalised seizures in 
infancy associated with fever occur in 4% 
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population and is usually benign. Onset of 
seizures between 6 months to 4 years, with a 
normal EEG after the attack, absence of clin- 
ical signs of brain damage indicate benign 
prognosis. 


Neonatal Seizures: 


Seizures occuring in the neonates differ 
from seizures occuring in infancy or childhood. 
It presents as unilatral posture changes varying 
from one side to another, mouth movements, 
deviation of the eyes, apnea and shifting tonic 
or clonic movements. The common causes are 
congenital malformations, hypoglycaemia, 
hypocalcaemia, anoxia, infections, and intrac- 
ranial birth injuries. 


Reflex Epilepsy: 


Here the Epilepsy is provoked by stimuli 
like flickering light, touch, sound, or music. 
The seizure may be focal or generalised. 


Diagnosis and Differential Diagnosis: 


There are many causes for paroxysmal dis- 
turbances of brain function resembling 
epilepsy. They include metabolic disorders, 
Eclampsia, hypertension and anoxia, Drug 
and alcohol withdrawal, since epilepsy is due 
to excessive neuronal discharge by unstable 
neurons being irritated by infection or 
biochemical disorders. 


Metabolic Disorders: 


Epileptic seizures are common in children 
with mental retardation due to inborn errors 
of aminoacid metabolism. Febrile convulsions, 


often familial, only occur in childhood and it - 


may produce epileptogenic lesions producing 
fits of temporal lobe type. Benign form of 
epilepsy in childhood with EEG disorders from 
the Rolantic areas disappear after puberty. 
Lead poisoning causes encaphalopathy and 
seizures in children. 


Motor Automatism: 


Focal fits with awareness and altered per- 


ception may present with hearing voices o: 
seeing a non existent person as component of 
fit. Fear or terror may trigger aggressive be- 
haviour. Psychogenic seizures are of two types. 
The commonest hyperventilation syndrome 
presents as frequent sighing. 


In hysteria there is a gain element and the 
patient requires a concerned audience. Injury 
or incontinence do not occur in hysterical fit. 


Investigation: 


If abnormalities are detected in the history 
or physical examination appropriate tests are 
done. Neurological examination is unusually 
normal. The following tests are done. Blood 
count, urine examination, blood glucose, 
serum, electrolytes, renal and hepatic func- 
tions. In partial seizures with focal findings on 
neurological or EEG examination, CT scan is 
done to rule out neoplasms, and congenital 
abnormalities. In 30% of the patients ‘struc- 
tural defects “аге seen. X-ray skull may show - 
calcification and evidence of trauma. But in 
most cases it is normal. EEG is essential for 
diagnosis and treatment. Electrical changes 
generated by neurons in the cerebral cortex 
are detected by this. Nasopharyngeal elec- 
trodes and sphenoidal needle electrodes are 
inserted in cases of temporal lobe epilepsy. 
EEG taken between the attack of epilepsy may 
show focal spike and sharp waves. This may 
come from a local area commonly in the frontal 
or temporal lobe. Many patients of epilepsy 
have normal EEG. In partial seizures electrical 
discharges begin locally and spread unilaterally 
or bilaterally. In generalised tonic-clonic sei- 
zures, between the attacks EEG show bursts 
of more rapid spike and wave complexes that 
аге bilateral and synchronous. During an 
attack spikes of low voltage increase in 
amplitude with decrease in frequencies. Petit 
mal show 3 per second spike and wave bilater- 
ally. | | 


Treatment: 


It is directed towards 1) Elimination of fac- 
tors causing attacks, 2) Anticonvulsants to 
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raise the convulsive threshold to prevent at- 
tack, 3) Surgery in selected patients with focal 
seizures, 4) Keeping mental, physical health 
with social integration. Identification and 
elimination of factors. This involves structural 
and physiological abnormalities like brain 
tumours, abscesses, infections, and endocrine 
abnormalities. 


Anticonvulsants: 


The basic principle of anticonvulsant 
therapy is to select an appropriate drug for the 
specific type of seizure until seizure is control- 
led or toxic side effects occur. When seizures 
are not controlled with one drug or toxic side 
effect occur a second drug may be added. It 
is preferable to give one drug. Generalised 
tonic-clonic seizures usually respond to pheny- 
toin, barbiturates, and carbamazepine. Pheny- 
toin is usually preferred. in. adults. While 
phenobarbital or carbamazepine is preferred 
by pediatrician in children. Valproic acid is 
reserved for intractable seizures. 


Generalised abscence seizures (petit mal) 
may be treated. by using ethosuximide or val- 
proic acid. 


Partial Seizures: 


Partial Seizures respond to phenytoin and 
barbiturates. These are preferred for the low 
cost. Carbamazepine is also useful. Valproic 
acid is less useful in treating partial seizures 
and may be tried in resistant cases. 


. Tonic, Myoclonic, Atypical Absence and Atonic 
Seizures: 


Occur commonly in children due to genetic 
or acquired disorder. Tonic spasms (infantile 
spasms) usually respond to ACTH therapy, 
when it is resistant to anticonvulsants. Myoc- 
lonic attacks respond to valproic acid. 


Febrile Convulsions: 


It is treated by reducing the fever vigor- 
ously with cooling and antipyretics. Atypical 
cases may require anticonvulsants. | 


Phenytoin: 


It is effective in partial and generalised 
tonic clonic seizures. It acts by preventing the 
extension of seizure activity. Usual dosage is 
200 mg to 400 mg daily (5 to 7 mg/kg. Steady 
state plasma concentration is achieved in 5 to 
7 days.) Then only effective seizure control 
occurs. Gastric discomfort and nausea are pre- 
vented by giving the drug after meals. Blurring 
of vision and ataxia indicate toxicity and re- 
quire reduction of dosage. Allergic reactions 
like pruritus, rash or fever is an indication for 
immediate withdrawal of drug. Hyperplasia of 
gums occur in children due to poor oral 
hygeine. Hirsutism occuring in children may 
require other anticonvulsants Hynocalcemia 
may occur. | 5. 


Carbamazepine 


Carbamazepine is effective in generalised 
tonic clonic and partial seizure. Though it is 
effective, phenytoin is preferred instead of car- 
bamazepine because of increased cost and fre- 
quent side effects. So it is used in selected 
cases. In adults 600 mg (10mg/kg) per day is 
used. Starting dose 200 mg is gradually in- 
creased till seizure is controlled. The drug has 
to be given twice a day or more frequently 
since its half life is short. Blurred vision, ataxia 
and sedation may occur. Reduction of dosage 
will eliminate the symptoms. Blood counts, 
platelet counts are necessary frequently since 
aplastic anaemia has been reported. 
Barbiturates 


Phenobarbital and primidone depress the 
abnormally discharging neurons. They are ef- 
fective in generalised tonic-clonic and partial 
seizures. They are also useful in febrile convul- 
sions as a prophylatic, since its half life is 4 
days. 2 or 3 weeks of oral administration is 
necessary to achieve steady state concentra- 
tion. The usual starting doses 1 mg/kg for body 
for body weight in adults and 3 mg/kg for chil- 
dren. Because of long half life single daily dose 
may be enough. 

Primidone 


This is metabolised to phenobarbital and 
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act likewise. Since the half life is 8 hrs. it is 
given 3 times daily. The starting dose 125 mg 
at bed time is gradually increased until a total 
of 10 mg/kg daily is given. Sedation is a major 
side effect. The patient becomes tolerant after 
7 weeks. Ataxia and blurring of vision may 
require lowering of the dosage. 


Valproic Acid 


It is the most useful in generalised epilepsy 
but occasionally effective in partial epilepsy. 
lt is very effective in petit mal and atypical 
absence and myoclonic seizures. Since plasma 
half life is 8 hrs, divided dosage is required. 
The usual starting dose is 10 mg/kg for body 
weight increasing to dosage upto 60 mg/kg. 


Nausea and vomiting is avoided by increas- 
ing the dose slowly and by giving the drug after 
food. It interferes with platelet function. 
Coagulation studies are needed when surgery 
is contemplated while the patient is on the 
drug. 


Ethosuximide 


It is very useful in petit mal because of long 
half life. Once daily dose is enough if tolerated. 
Leucopenia may occur. The starting dose of 
10 mg/kg is increased gradually to 20 mg/kg if 
indicated. 

Benzodiazepines 


It is used in refractory childhood seizures 
like atypical absences and myoclonic attacks. 


Status Epilepticus 


It is an emergency, needing immediate vig- 
orous therapy. Adequate ventilation and I.V. 
drip are provided. The percipitating causes are 


* * * 


identified, and treated. Glucose is given in- 
travenously. Diazepam, 10 mg is given in 2 
minute intravenously as the initial therapy. But 
its anticonvulsant effect is short, Phenobarbital 
7 mg/kg given in 2 or 3 minute provides a 
seizure control for many hours. Phenytoin may 
be given in a total dose of 8 to 10 mg/kg at a 
rate less than 50 mg per min I.V. 


Surgical Treatment 


When space occupying lesion causes sei- 
zures removal of lesion is indicated. Relief 
from seizures occurs in 50% of meningioma 
and even less in gliomas and abcesses. Re- 
moval of post traumatic scar causing epilepsy 
will prevent seizures in the majority of cases. 
In focal epilepsy not controlled by medical 
treatment, excision of the focus may prevent 
further attack. Temporal lobe is the most fre- 
quent site with intractable seizures requiring 
surgery. Complete control of seizures and de- 
crease in frequency of seizures is achieved in 
over 60% of the operated patients. 


Keeping mental, physical health and social 
integration 


In patients with Epilepsy, causes are rarely 
recognised and removal abolishes the attacks 
in most patients. The patient has to take an- 
ticonvulsant drugs and adopt the life style to 
a chronic illness. The treatment may have to 
be continued for years of life time. Adults 
should be encouraged to retain or obtain pro- 
ductive work. The children should be con- 
tinued in school. Members of the family should 
not show excessive attention and concern. Fa- 
tient must have regular habits and avoid sleep 
deprivation. Adult should be cautioned about 
working in the heights and near a machinery. 


* * * 


The erstwhile treatment of ganglion of the wrist was a blow to the ganglion with 


a heavy book, usually the family bible! 
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Differential Diagnosis of Leprosy 
- A Poise and Perspective 


Thambiah A.S., Maragatham S., Kamalam А., 


Sentamilselvi G. 


Poise : - To place a thing so that it stays 
steady : Way of holding the head 
and body : Calmness and good 
judgement. 

Perspective: The art of drawing in such a way 


as to show the depth and dis- 
tance : Have a true judgement 
of relative importance of events. 


The Leprosy bacillus exerts its banal effects 
in the human skin as follows: 


1. Melanocyte dysfunction 
hypomelanosis : 


producing 


2. Cell responses to the bacillus in the tis” 


sues resultingin clinical lesions of 
papules, nodules and ulcers апа 
3. Schwann cell parasitisation resulting in 
neurological defects (Chart 1). 
With the above fundamental facts the 
pathogenesis of various lesions are /asily ap- 
preciated. 


The clinical findings would be as follows: 
hypomelanosis, alopecia due to hair follicle 
destruction, loss of sweating due to sweat gland 
destruction, appearance of papules, nodules 
and plaques by cell infiltrates, disturbed 
cutaneous sensation and even bullae (Figure). 





A.S. Thambiah, D.Sc.. (Hon). F.R.C.P.. D.V.. F.A.M.S..F. T. A.Sc. 
Fort Belvedere, 

938, Poonamallee High Road, 

Madras - 600 (84. 

S. Maragatham, M.B.. B.S.. 

A. Kamalam, M.D.. D.D.. Ph.D.. Е.А.М.5.. F.T.A.Sc.. 

G. Sentamilselvi, M.D., D.D. 





Specially contributed to *The Antiseptic" 
Vol. 87 (10); P (510-515) 
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It must, however, be borne in mind that 
in the clinical assessment of a case, one should 
be aware of 3 cardinal signs of leprosy which 
are 


1, loss of cutaneous sensation with or with 
out skin macule 

2. palpable cutaneous nerve and 

3. demonstration of leprosy bacillus. 
With the above cardinal signs one appreciates 
that leprosy is primarily a disease of the 
peripheral nerves since the target cell of the 
bacillus is the Schwann cell which is the neural 
counterpart of the histiocyte in the skin. 


It can be inferred from the above that the 
early changes that may be seen would be those 
involving the nerves of the skin when the dis- 
tinctive hypopigmented macule may not be 
present. 


However, the clinical lesion to the ob- 
servers eye 1.е., on inspection, is а 
hypomelanotic macule. A macule is a lesion 
flush with the skin and not more than | cm in 
size (macules can be seen but not felt). 


The histological findings in the macule of 
leprosy is as follows: 


Epidermis is normal but in the dermis, one 
finds small collections of histiocytes with a ten- 
dency to group round the skin appendages of 
hair and sweat glands and in well stained sec- 
tions infiltration of nerve twigs. 


Having realised that the early visible lesion 
is ahypopigmented macule, one must be aware 
of the various conditions wherein hypomelano- 
tic macules do occur. These various conditions 
are classified below: 
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Conditions giving Hypomelanosis 


Localised Generalised 

Vitiligo Phenylketonuria 
Sunscreen effect Albinism 

1. Physical (clothes) Partial albinism 

2. Tinea versicolor Kwashiorkor 
Post inflammatory Nephrosis 
Post traumatic Ulceratyive colitis 
White leafy macules Malabsorption 

of Epiloia states 


Vogt-Koyanagi Syndrome 

Chediak-Higashi Syndrome 

Waardenberg's Syndrome 

-Dyschromia of Japanese 

Scleroderma 

Sutton's Nevus 

Syphilis 

Leprosy 

Chloroquine reaction 

Arsenic 

Nevus achromicus 

Nevus anaemicus 

Hypopigmented macules in 
the face of the child 

Post kalaazar dermal 

leishmaniasis 


The pigments in the normal skin are 


(a) Carotene in the stratum corneum 
(b) Melanin in the epidermis 
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(c) Oxy and reduced haemoglobin in the 
blood vessels 
and (d) Carotene in the subcutis 


The summation of a,b,c and d give the final 
colour of the skin. 


It is worthwhile recalling that the melano- 
cyte cell is a unicellular gland which produces 
the pigment granules - the melanoprotein. 


There are theories about the hypopigmen- 
tation in leprosy: They are: 


(1) melanocyte transformation to 
Langerhans' cell 

(2)melanocyte suppression by leprosy 
bacillus 


and (3) а vascular mechanism. 


Of the 3, the third alone seems to be sub- 
stantiated by clinical experiences and this is 
illustrated by the dermatological condition of 
nervus anemicus wherein the hypopigmented 
macule is seen in the skin due to spasm of 
vessels in the dermis. If the area of the macule 
and its surrounding region is vigorously rub- 
bed, the macule remains pale and the sur- 
rounding area becomes erythematous since the 
vessels underneath the macule are in a state 
of spasm in nevus anaemicus. 


The theory of melanocyte transformation 
to Langerhans' cell is not tenable because the 
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hypopigmentation is reversible after treat- 
ment. The theory of melanocyte suppression 
by the bacillus is also not tenable since in the 
multibacillary type of leprosy hypopigmenta- 
tion is not the classical feature whereas 
hypopigmentation in the paucibacillary type is 
always seen and is clearcut. However, one 
needs to do more work to establish the real 
cause for the hypopigmentation in leprosy. 


If one keeps in mind the 3 cardinal signs 
of leprosy and apply this to the lesion of nevus 
anaemicus one can clearly see that the lesion 
of nevus anemicus is not due to leprosy. 


Hypomelanotic lesion of Face of a child 


This always poses a problem in school going 
children. However, apart from leprosy produc- 
ing lesion one must remember that there are 
other conditions which produce macules on 
the face of a child. They are tinea versicolor, 
pityriasis rosea, contact dermatitis, post- 
kalaazar dermal leishmaniasis, impetigo 
pityroides (tetter), syphilis, chronic superficial 
dermatitis of Adamson and seborrhoeic der- 
matitis. It is then obvious that all hypopig- 
mented lesions need not be leprosy. In other 
words ‘all that glitters is not gold’. 


White leafy macule of Epiloia 


This occurs at birth in the skin of children 
and they are lance-ovate in shape with serrated 
margin resembling the mountain ash tree leaf. 
The sensation is intact and the nerves are not 
palpable. 


Sutton’s nevus: 


Shows a pigmented nevus with surrounding 
hypo or depigmented halo (halo nevus). The 
condition resolves completely without a trace 
and the 3 cardinal signs are not applicable to 
this. 


Infiltrated lesions of skin with erythema 


Infiltrated lesions of skin associated with 
erythema can resemble the infiltrated lesions 
of leprosy. When such lesions are seen certain 
basic investigations are needed. 


(1) Blood VDRL test 

(2) Slit smear from the lesion to be stained 
by Leishman's Ziehl Neelsen's and 
Gram's methods. 

(3) Intralesional injection of adrenaline. 

(4) Biopsy of the skin for simple Haemato- 
xylin Eosin (H & E) staining. 


Leiomyomata ot the skin when multiple 
can resemble nodules of leprosy. In this:condi- 
tion intralesional injection of adrenaline will 
make the lesion shrink. 


Sweet Syndrome 


This condition presents with painful 
plaques in the skin of limbs, face and neck 
with fever and neutrophil leucocytosis. The 
dermis shows massive infiltration of mature 
neutrophils. The condition dramaticallv clears 
up with corticosteroid. 


Deformity states simulating Leprosy 


Deformities do occur in leprosy due to 
peripheral neuropathy but deformities can also 
occur in conditions other than leprosy wherein 
there is no sensory disturbance. The various 
conditions of deformity without sensory 
changes are as follows: 


1. Ainhum 

2. Plantar corn 

3. Congenital deformity of finget 
4. Progressive muscular atrophy. 


Mutilating acropathy with sensory changes 
simulating Leprosy 


Though leprosy is well known to cause sen- 
sory disturbances associated with mutilation 
one should remember that there are other con- 
ditions also giving acropathy with sensery dis- 
turbances. 

They are: 


(1) Neuropathy of Denny Brown 

(2) Hypertrophic neuritis of Degerme and 
Sottas 

(3) Syringomyelia - Lumbo Sacral type 

(4) Tabes | 

(S)Pseudotabes . peripherica (Diabetes 
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Mellitus) | 
(6) Primary amyloidosis 
(7) Thevenard Syndrome 


In Thevenard Syndrome - familial acral os- 
teolysis, the findings are in childhood, there 
is analgesia in lower limbs, nerve deafness and 
keratitis of the eye. In this condition pain and 
temperature and mainly affected resulting in 
mutilation and the touch sensation is retained 
simulating the clinical condition of syrin- 
gomyelia but with the addition of keratitis and 
8th cranial nerve’ involvement. 


Scleroderma 


The acrosclerotic type can be mistaken for 
leprosy but the tightly bound skin and the 
characteristic facies give the clue. The as- 
sociated hypopigmentation in these cases is a 
further cause for confusion with Hansen's. 


Papulonodular lesions of skin simulating Lep- 
rosy 


The following conditions are pertinent in 
this group. 


(1) The infiltrated lesion of mycosis fun- 
goides - T-cell lymphoma 

(2) Leiomyomata 

(3) Postkalaazar dermal leishmaniasis 

(4) Cysticercus cellulose 

(5) Subcutaneous phycomycosis - a deep 
fungal infection 

and (6) Papular tuberculid. 


If the 3 cardinal signs of leprosy - 

(1) Sensory disturbance 

(2) Peripheral nerve thickening 

(3) Presence of bacillus 
are borne in mind the above conditions are 
rapidly excluded. 
Localised ichthyosis 


The localised scaling associated with the 
patches of Hansen's disease should alert one 
to the cause of ichthyosis. When transepider- 
mal water loss is great, when hydration of skin 
is poor, ichthyotic state of skin would result. 
In leprosy strangulation of the sweat glands, 
hair follfcle and sebaceous glands will naturally 
result in ichthyosis in that area, and associated 
loss of sensation confirms the ichthyotic state 
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to be due to leprosy. 
Rosacea | 


This affects the face of females of forty 
years and above. The flushing seen resolves 
with tetracycline. However, the associated 
keratitis may make one suspect Hansen's but 
the cardinal signs of Hansen's are absent. 


Cutis laxa 


In this condition the skin is lax and one 
suspects a granuloma of leprosy having resol- 
ved giving the laxity but the history and the 
presence of cutaneous sensation gives away 
the diagnosis of cutis laxa. 


Sarcoidosis of skin 


The lesion of sarcoid can closely resemble 
tuberculoid leprosy but in sarcoidosis the 
cutaneous sensations are retained and no bacil- 
lus demonstrable. Histologically one can see 
round granulomas and nerves being intact in 
sarcoid whereas in tuberculoid Hansen's there 
is damage to the nerve and elongated 
granulomas. 


Miscellaneous conditions seen in Leprosy Clinic 
creating problems 


1. Bernhardt's syndrome - neuralgia para- 
sthetica 

2. Raynaud's syndrome 

3. Congenital absence of pain 

4. Peripheral vascular diseases. 


However, the clinical features and the his- 
tory helps in arriving at the diagnosis. 


Other miscellaneous conditions encoun- 
tered are: 


(1) Lymphangioma circumscriptum 
(2) Trichoepithelioma 

(3) Neurofibromatosis 

(4) Tinea versicolor 

(5) Xanthoma 

(6) Adenoma sebaceum (Epiloia) 
(7) Rheumatoid nodule on the skin 
(8) Lupus vulgaris 

(9) Lichen striatus 
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(10) Pityriasis rubra pilaris 

(11) Eczema craquelae 

(12) Fissures of the feet 

(13) Crusted scabies on Hansen's 
(14) Urticaria 

(15) Lipoid proteinosis 

(16) Granuloma multiforme 

(17) Granuloma annulare 

(18) Multicentric Reticulohistiocytosis 


Lipoid proteinosis 


Lipoid proteinosis clinically resembles lep- 
rosy but the hoarseness of voice from birth, 
papules in the eyelid margin and the woody 
tongue gives away the diagnosis as lipoid pro- 
teinosis. 


Granuloma multiforme (M-kar disease) 


Papules, nodules, and annular lesion are 
present ih the skin but sensation is present, 
sweating is present, nerves are normal and the 
lesions spontaneously resolve in granuloma 
multiforme. The differential diagnosis enter- 
tained are: tuberculosis of skin, borderline lep- 
rosy, sarcoidosis and circinate syphilis. 


Granuloma annulare 


Skin coloured papules arranged in a ring 
resembling very much minor tuberculoid le- 
sion of Hansen. However, the sensation is in- 
tact and biopsy of lesion makes it resolve 


rapidly. 
Multicentric Reticulohistiocytosis of Warin 


This condition gives nodules and plaques 
in the skin resembling nodular Hansen's but 
there is no sensory disturbance and the histol- 
ogy shows giant cells with ground glass cytop- 
lasm and no leprosy bacillus. 


Fissures of the Feet 


A fissure is a crack in the epidermis expos- 
ing the dermis. Since the dermis is vascular 
and there are nerve endings, all fissures bleed 
and all fissures are painful. In a case of leprosy 
the fissures may be very deep and asymmetri- 
cal and bleed but they are not painful. 


Bullae in Leprosy 


Bullae do occur in leprosy and has been re- 
corded in early literature as pemphigus lep- 
rosum but the bullae are all subepidermal and 
there is no intraepidermal separation and no 
Tzanck cells in the bullae, hence it is not 


pemphigus and is a result of lack of cohesion 
between the dermis and epidermis in leprosy 
which makes the epidermis lift off the dermis 
probably trophic in nature. 


On final analysis one sees there are quite 
a number of conditions which resemble the 
lesions produced by the leprosy bacillus but if 
one keeps in mind the 3 cardinal signs of lep- 
rosy i.e., 


(1) Sensory disturbance 

(2) Peripheral nerve thickening 

(3) Presence of leprosy bacillus 
the above differential diagnosis can easily be 
delineated. 


Chart 


Effects of the Leprosy Bacillus in Tissues 


Leprosy Bacillus of Hansen 






Melanocyte Schwann cell 
dysfunction parasitisation 
(Peripheral 
neuropathy) 
Cell responses giving 
plaques 
nodules 


ulcers 
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* * * ж ж ж 
Cytomegalovirus infection accompanying Hepatitis in infancy 


In infants with acute respiratory tract disease (ARTD), we often palpate the liver 
below the costal margin. Generally, pulmonary hyperaeration may cause the displace- 
ment of diaphragm апд liver, but we often see infants of ARTD having hepatitis of 
unknown origin. ARTD in infants is caused by infections with various pathogens including 
viruses, mycoplasm pneumoniae and bacteria. Among those infections, acquired 
cytomegalovirus (CMV) infection in infants has been independently reported to couse 
RRTD and hepatitis RRTD related to CMV infection occurs frequently during the cold season. 


(The Tohoku Л. of Exp. Med. Vol. 155 Aug. 88) 


* * * * ж ж 


~ 


Peripherai facial nerve injury is generally classified into three types, i.e., neUropraxia, 
oxonotmesis ond either of the former tuo is present in case of Bell's palsy or Hunt 
syndrome. Neurapraxia means dysfunction of nerve with morphologically intact axon and 
does not produce the Wallerian degeneration. Axonotmesis however, exhibits the degen- 
ration of the axon resulting in Wallerian denervation. Consequently, the prognosis of 
facial palsy is far better in the former case than in the latter and it is important for the 
clinician to know the presence or absence of the denervation. When the denervation is 
complete, electrical stimulation of the nerve does not induce the contraction of the muscle 
innervated by the nerve. | 


There are several examinations for identifying the denervation and nerve excitability 
(МЕТ) is one of such electrodiagnostic methods. In case of Bell's palsy or Hunt syndrome, 
the lesion of the nerve is primarily localized within the temporal bone and the distal 
part to this affected area becomes degenerated. :It is generally accepted that one or 
two weeks after the onset of palsy, the presence of the denervation by stimulating the 
extratemporal part of the facial nerve is detected. 


The degree of damagae of the nerve seems to be milder in the group with late 
onset of denervation thon that with early onset. The prognosis of the facial nerve palsy 
with onset of denervation is not so good as that of the cases with neuropraxia in which © 
favourable result can be obtained in almost all cases. 


(The Tohoku JI. of Exp. Med. Vol. 155 August 1988) 


* * * ж ж ж 
- CORRIGENDUM 








In the Advertisement No. A. 40 of M/s B.I. Publications (P) Ltd., appearing in 
our August 1990 issue, the wordings "Special rate for India £ 9.95" appearing in the 
bottom iine relates to the first item of the advertisement viz.; “TEXT BOOK OF 
Medicine." | 
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Should We Treat mild Hypertension? 
Patnaik B.C., Padhy P.K., Sahu H, Mohapatra S.K. 


Introduction 


Hypertension is the commonest cardiovascular disease affecting 
significant number of persons all over the world. Framingham study”° 
has revealed that the risk of coronary artery disease and cerebrovascular 
diseases rises with the elevation of blood pressure values. Normal systolic 
blood pressure is defined as value equal to or below 140 mmHg and 
diastolic blood pressure equal to or below 90 mmHg. 


Hypertension is defined as a SBP equal to or greater than 160 mmHg 
and a DBP equal to or greater than 95 mmHg. The term borderline 
hypertension is used for blood pressure values between normal and 
hypertensive ranges.? 


The term mild, moderate, moderately severe and severe hyperten- 
sion are used to denote the severity of hypertension. 


Mild = 95 - 104 mmHg 

Moderate = 105 - 114 mmHg 
Moderately severe = 115 - 124 mmHg 
Severe = 125 mmHg or higher 


Malignant hypertension refers to DBP more than 140 mmHg with 
papilloedema. Damage to target organs like heart, C.N.S. or kidney 
occurs due to progress in hypertension and the vascular changes that 
occur due to elevations in blood pressure. The rate of involvement of 
organs depends however on genetic and environmental background. 
Except a minor group of secondary hypertension (5 - 10%) corrected 
mostly by surgery, the rest (90 - 95%) without an evident organic cause 
is due to essential hypertension. 


Blood pressure rises with age, more so with SBP but rise in DBP 
slows down around 55 to 60 years. 
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Polygenic inheritanee, obesity, high sodium 
intake, pyschosocial factors, neural and 
humoral factors like catecholamines, Renin- 
Angiotensin II, Atrial nutriuretic-factor, all 
these have been incriminated to explain the 
incidence and pathogenesis of essential hyper- 
tension. 


Therapy of hypertension is primarily meant 
to bring down the blood pressure (DBP less 
than 90 mmHg) to prevent complications like 
Ischemic heart disease and Cerebrovascular 
disease. 


The result of treatment of moderate and 
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severe hypertension are conclusive of benefits 


of such treatment, but the benefits of treat- . 
ment of mild hypertension has been the subject 


of clinical trials and debate in various centres 
of the world, * 7:17.19 | 


Treatment of mild Hypertension: 


Treatment of mild hypertension without 
evidence of organ damage is debatable and is 
to be evaluated cautiously. Studies in this re- 
gard since 1970 have revealed that drug treat- 
ment of mild hypertension reduces the risk of 
stroke by 1/3 to '/ but the incidence of fatal 
and non-fatal myocardial infarction is not re- 
duced. 1+? 


Indications for treatment of such patients 
should be initiated by selecting patients at a 
higher risk by - 

(1) Repeated measurements of B.P. over a 

prolonged period. 

(2) Age and Sex. 

(3) Other cardiovascular risk factors. 


МЕС?! and Australian study ? have high- 
lighted the fact that the higher the В.Р. level, 
greater is the incidence of stroke and coronary 
artery disease. Apparent benefits of treatment 
are greater with DBP of more than 100 
mmHg. °? 


Patients with DBP (95 - 110 mmHg) should 
be observed CIUS every two weeks over 
three months.” 


| (a) Average DBP more than 100 mmHg 
: likely to benefit from drug treatment. 


(b) Patient with sustained B.P. of 95 mmHg 
ot below, not treated pharmacologi- 
cally. 


(c) DBP more than 95 and less than 100 
% mmHg monitored regularly. - 


Risk factors: - 
Diabetes mellitus, smoking, alcohol in- 


take, hyperlipidemia, family history of IHD 
or stroke and damage to end organs. 


Presence of one or more of these risk fac- 
tors complicates the case and indicates treat- 
ihient; 17,19 


Age and Sex incidence: 


Incidence of CVA reduced by treating 
elderly hypertensives (European working 
party trial in elderly hypertensives). Apparent 
benefits of treatment of mild hypertension is 
greater іп man than woman. ? Overall mortal- 
ity and rate of stroke in myocardial infarction 
were lower in women than men (Hypertension 
detection follow up programme! and MRC 
trial?!). 


DBP of 85 - 90 mmHg would be the aim 
of treatment. 


Non-pharmacological treatment: 


Treatment of obesity, salt (around 3 gms/ 
day), potassium, Magnesium containing diet, 
abstinence from alcohol and smoking. Drugs 
like Betablockers, Diuretics preferred for 
management of mild hypertension. For initial 
drug, choice lies between thiazide diuretics and 
a betablocker. Choice can be varied depending 
on several factors. Associated І.Н.Р. 
tachycardia or where mild sedation is neces- 
sary, betablockers are preferred. The concept 
of diuretic first, in step care management of 
hypertension, is open to debate, because 
diuretic cause electrolyte imbalance, hyper- 
cholesterolalmia and glucose intolerance. Be- 
tablockers appear to have the balance of ad- 
vantage over thiazide diuretics as the first 
choice, when treatment is initiated (Dollary, 
C.T. 1981, MRC, PPSH, HAPHY trial). Car- 
dioprotective effect of Betablockers is not well 
established. Alternatively calcium channel 
blockers or ACE inhibitors can be used.” 
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Our observations during 1980 - 89 regarding 
management of mild hypertension: 


Total patients studied .......... 225 
90- 95 mmHg - 115 

95 - 100 mmHg = 55 M:F. 160: 65 
101 - 105 mmHg = 55 


Presence of Risk factors: ` 
20% 


Smoking 

Diabetes mellitus 25% 
Hyperlipidemia 15% 
Obesity 10% 
Family history of 

Hypertension & IHD 20% 
Alcohol intake 20% 

Follow up of cases: 


(1. 90 - 95 mmHg - 115 cases 


(a) Within 2 - 3 years - 75 cases reverted to 
normal DBP less than 90 mmHg. 
Placebo to 50 cases, no treatment to rest 
25 cases. 

(b)40 cases - sodium restriction and treat- 
ment of risk factors DBP less than 90 
mmHg within 3 - 6 months. 


II. 95 - 100 mmHg - 55 cases 


(a) Placebo to all cases. DBP less than 90 
mmHg within6 months to 1 year in 35 
cases. | 

(b) Rest 20 cases - DBP rose to value more 
than 100 mmHg needing Sodium restric- 
tion and non-pharmacological treat- 
ment. 


Ш. 100 - 105 mmHg - 55 cases 


(a) No treatment for 20 cases. 
(b) Placebo - 15 cases. 
(c) Treatment with drugs - 20 cases. 


Followup: 

(a) DBP steadily increased. 

(b) DBP 95 - 102 mmHg mean 97+3.5 
mmHg. 

(c) Treated group - DBP less than 90 
mmHg, drugs like Diuretic, Іп- 
dapamide, Xipamid, Betablokcers like 
Propranolol, Atenolol, Metoprolol, 


Oxyprenolol or Acebutolol or alterna- 
tively Nifedipine or Captopril were used 
for treatment of mild hypertension. 


Summary and Conclusion: 


Patients with DBP 90 - 95 mmHg have to 
be observed without treatment. B.P. to be re- 
corded every 4 weeks for a period of 2 - 3 years. 


Patients with 95 - 100 mmHg should be 
monitored cautiously specially in presence of 
risk factors. B.P. recorded every 2 weeks for 
a period of 2 - 3 years. 


Patient with 100 - 105 mmHg need non- 
pharmacological treatment, and in some cases 
drugs like Diuretics, Betablockers, Calcium 
channel blockers of ACE inhibitors are 
needed. Aim of treatment is to maintain DBP 
less than 90 mmHg. 
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TH€ PRICH TEST 


The prick test has been in steady use for many decades in the diagnosis of specific 
allergies in atopic subjects. A small drop of the suspected allergen in solution is placed 
on the skin. A pricker Preferably one specially desinged for the purpose, enters the 
droplet ond pierces the epidermis with a slight plucking motism. A positive response 
indicating the presence of immunoglobulin € to the allergen is manifested within minutes 
by the appearance of a weal surrounded by a hyperamic zone, the flare. 


Allergy to semen is fortunately exceedingly rare. It is, however well documented. 
The response may be asthmatic or — aphylactic. A case of semen allergy was described 
some years ago at a meeting of the British Society for Allergy and Clinical Immunology. 
Я married woman suffered severe and immediate symptoms after connubial intercourse. 
A member of the audience asked if the patient had tried intercourse with an extramarital 
partner, and if so with what result. Yes was the reply she had and without ill effect. A 
wit in the audience exclaimed “The prick test” 


* * * 
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SUHART 
An entire New Approach for Heart Troubles 


With Ratnas, Bhasma, and herbs of choice with Ext. 
Rose & Kevda, gives Relaxant, coronary vasosilator, 
prophylactic effects on Heart Muscles. 


Useful in:- 


(1) Ischemic Heart. 

(2) Myocardial weakness after long illness. 
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(4) Cardiac misudecioney. 


Only cardiac tonic to keep Heart in good state. 


Subjective Report :- J.J. Group of Hospitals, 
Bombay-8. By Dr. R.D. Kulkarni, M.D. 


Objective Report :- B.J. Medical College & Sassoon 
Hospital, Pune-1. By Dr. D.K. Mitra, M.D. 
I/C. & Head Cardiological Dpt. Pune-1. 
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8/1365, Kayastha Street, Gopipura, 


SURAT-1. (Gujarat State). 
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Suhart Vs. Placebo in Ischaemic 


Heart Disease 


Mitra D.K. 
Aim of study: 


To study the efficacy of Suhart Vs. placebo 
in the management of ischemic heart disease. 


Selection of patients: 


Patients were selected from the Cardiology 
OPD of Sasson General Hospitals, Pune. 


30 consecutive patients with classical effort 
induced angina which was relieved at rest and 
by Glyceryl Trinitrate or Sorbitrate sublingu- 
ally were selected. The diagnosis was con- 
firmed by a computer assisted multistage 
treadmill exercise testing before including the 
patients in the study patient showing horizon- 
tal or downsloping ST segment depression of 
| mm or more with or without angina were 
included in the study. Informed consent was 
obtained before admitting the patients in the 
study. 


Patients with unstable angina, recent in- 
farction, heart failure, COPD, peripheral vas- 





Suhart and the control groups. Patients were 
issued drugs for 7 days at a time. Patients were 
asked to take 1 tablet of Suhart daily. 


Follow up was done weekly. A record of 
number of anginal attacks and other anginal 
equivalents was kept. On symptomatic im- 
provement an attempt to reduce the antiangi- 
nal drug dose was done. 


Treadmill was repeated at the end of 6 
weeks with Bruce protocol. 


Pre and post test comparison of exercise 
time to angina, total exercise time, time to 1 
mm ST depression, maximum ST depression, 
ST segment recovery in 3 minutes, Heart rate 
gain, Heart recovery in 3 minutes was done. 
Percentage change in the above parameters in 
the pre trial and post trial stress test was calcu- 
lated. The percentage change in the Suhart 
group was compated with the placebo group 
and statistical analysis using the unpaired 't' 
test was done. 


cular disease were excluded from the study. | Composition of Suhart: 
Patients continued to take a Calcium Chan- SUHART 
nel Blocker (Nifedepine) and Sorbitrates. If 
they were taking prior to inclusion any other Chandrodaya 4 mg. 
antianginals, they were changed to Calcium Suvarna Bhasma | 4 mg. 
Channel blockers and Sorbitrate. In addition Abharak Bhasma (500 Putis) 4 mg. 
the study groups received Suhart tablets and Abrasham REC 4 mg. 
the control group a placebo. Manikya Pisti 4 mg. 
Panna Pisti 4 mg. 
Patients were randomly assigned to the Mukta Pisti 4 mg. 
Prawal Pisti 4 mg. 
Dr. Mitra Р.К. мр Kaherba Pisti ^mg. 
Professor and Head, Musk 4 mg. 
Department of Medicine, Saffron 4 mg. 
B.J. Medical College & Sasson Hospital, Amber 4 mg. 
pung- 1. Bahmon Red 4 mg. 
NCC Bahmon White 4 mg. 
Specially contributed to “Тһе Antiseptic" Oil Nutmeg ] mg. 
Vol 87 (10); P (520-521) Oil Clove 1 mg. 
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Pipernigram 4 mg. 
Balsomendron Mukul 5 mg. 
Ext. Rose & Kevda 9 mg. 


Observations: 


Out of the 30 patients initially included in 
the study, 4 were lost on follow up. 18 males 
and 8 females completed the study with a mean 
age 54 years (range 40-64 years). 


The observed changes in the clinical and 
treadmill parameters are tabulated in Chart A. 


Table I 


Showing mean of the percentage improvement in the post-trial 
stress test compared to pre-trial stress test. 


Suhart Control P Value 
1. Time to angina 26.1 -47 <001» 
2. Total Exercise Time 6.46 2.98 . 20.05 
3.Timetol mmST depression 155 -15.46 — «0.05» 
4. Maximum ST depression 3.22 454 <0.05* 
5. ST recovery 12.27 222 — «0.05» 
6. Heart rate gain 3.11 $39 <001» 
7. Heart rate recovery 28.5 -1.27  «001* 
8. Double product 8.34 186  «001* 
* Significant change. 


Ubjective criteria derived from multistage 
computerised treadmill testing, support the 
subjective improvement. 


However, the number of patients included 
in the study was small (26). Hypertensive and 
diabetic patients were not excluded. АП other 


* * * 


antianginal drugs were not stopped before the 
trial. The trial was not double blind and cross 
over of the two groups was not attempted. 


Keeping in mind these shortcomings, a 
larger trial with double blind cross over 
technique is recommended. 


Result: 


12 out of 13 patients on Suhart showed a 
significantly reduced angina frequency. Only 
5 out of 13 patients on placebo improved. Re- 
duction in the dose of antianginals was possible 
in 7 Suhart patients and only one in control. 


Comparison of objective data obtained on 
treadmill testing (Chart B) shows a significant 
improvement in - 


Time to angina (Р<0.01), Time to 1 mm 
ST depression (P«0.05) Maximum ST depre- 
ssion (P<0.05). ST segment recovery in 3 mi- 
nutes (P«0.05), HR gain (P<0.01). HR recov- 
ery in 3 minutes (Р<0.01) and Double product 
(Р<0,01) 
in patients taking Suhart compared to patients 
taking placebo. 


Change in maximum exercise time pre and 
post drug trial was not significantly different 
in the two groups. 


Conclusion: 


Patients taking Suhart were symptomati- 
cally better than patients taking placebo. The 
frequency of angina was reduced and antiangi- 
nal drug requirement was reduced. 


* * * 


A 62 year old man with chronic bronchitis was admitted after fracturing two ribs 
three days previously. | prescribed oral analgesics but refused to strap his ribs because 
of his chest condition. The next day | found him smiling and coughing well but discovered 
that this was owing to rather unorthodox treatment. He had taken his belt and applied 
to his upper rib cage. Quiet breathing was unimpeded, but when he wished to cough, 
it acted as a pain preventing splint. He made an excellent recovery - IAN ORR. 


* * * 
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Charcot Arthropathy - A Case Report 


Chandrasekaran A.N., Achuthan K., Porkodi R., 
Ramakrishnan S., Krishnamurthy V., Rajendran С.Р., 


Radha Madhavan, Parthiban M. 


Summary 


A 52 years old patient was referred as a case of "Septic Arthritis" 
of the left knee joint. Clinically he had features of gross Osteoarthritis 
with instability of the knees but a striking feature was the relative lack 
of pain and tenderness. Further clinical evaluation revealed signs of 
Tabes Dorsalis and radiological work up helped in confirming the clinical 
impression of Charcot Neuropathic Arthritis. With modern therapeutics 
Syphilis has become uncommon but its complication may still be seen. 
This case report forms the basis of this communication and attempts to 
highlight the clinical and radiological features of this uncommon 


condition. 


A 52 years old patient was referred as a 
case of ‘Septic Arthritis’ of left knee joint. He 
was seen in the Rheumatology OP department 
where he was found to have signs and 
symptoms of severe Osteoarthritis of both 
knees with swelling, presence of crepitus and 
instability with insignificant pain and tender- 
ness. However the swelling on the left side 
was more with additional features of local 
warmth, increased pain during passive move- 
ments. His joints felt like a ‘bag of bones’ 
Synovial hypertrophy was not significant. 


On further questioning he gave history of 





Dr. Chandrasekaran A.N., M.D. (Gen. Med.) 
Professor & Head of the Department 

Lt. Col. Achuthan K., M.D.(Gen. Med)., 
Medical Specialist, Army Medical Corps. 
Dr. Porkodi R., M.D. (Gen. Med.) 

Dr. Ramakrishnan S. ,M.D. (Gen. Med.) 

Dr. Krishnamurthy V., M.D. (Gen. Med.) 
Dr. Rajendran C.P., M.D. (Paed) 

Assistant Professors of Rheumatology 

Dr. Radha Madhavan M D. (Microbiology) 
Assistant rrofessor of Microbiology, (Immunology) 
Mr. Parthiban M. M.Sc. (Biochemistry) 
Biochemist. | 


Department of Rheumatology, 
Madras Medical Collage, Madras - 3. 





Specially contributed to "The Antiseptic" 
Vol. 87 (10); P (522-525) 


~ 


having mild recurrent pain and swelling of the 
knees since 8-10 years, which was gradually 
becoming worse and impairing his ability to 
walk freely. Two weeks ago he had fallen while 
negotiating some steps and following this the 
pain and swelling of his left knee had consid- 
erably increased. However one clinical feature 
which was noteworthy was the relative lack of 
tenderness in comparison with the florid clin- 
ical findings. There was no history of involve- 
ment of any other joint. Routine history taking 
revealed that he had contacted STD about 18 
years ago. Further detailed clinical examina- 
tion revealed classical features of Tabes Dor- 
salis with ataxia, wide based gait, areflexia, 
loss of position sense in the lower limb and 
loss of testicular pain in addition to the trophic 
joint changes. Argyl Robertson pupil was ab- 
sent and higher functions were not impaired. 


On investigation: routine haemogram, 
biochemical values and tests for Rheumatoid 
Factor (RF) were normal. His blood VDRL 
was negative and he declined to undergo lum- 
bar puncture. Synovial fluid analysis showed 
characteristically non inflammatory xanthoc- 
hromic fluid having a low leucocyte count, 
synovial fluid C-Reactive Protein as well as 
RF (Latex) were negative. 


X-ray of his knees in AP (standing) view 
showed gross degree of subchondral sclerosis 
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on both sides with reduction of joint space 
involving medial as well as lateral compart- 
ments, presence of osteophytes and osseous 
debris. There was medial subluxation bilater- 
ally and in addition on the left side there was 
a crack fracture іп the upper end of shaft of 
the tibia. (See X-ray and line drawing.) 





X-ray knee joints (AP) standing 
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Based on the neurological as well as joint 
findings, past history of exposure and radiolog- 
ical features he was diagnosed as a case of 
Charcot Neuropathic Arthritis of knee joints. 
He was managed conservatively with anti in- 
flammatory drugs and Plaster of Paris cast, 
followed later on by joint exercises and gradual 
mobilisation when a moderate degree of stabil- 
ity of knee joint was achieved with knee braces. 
He was also given a course of anti leutic treat- 
ment with tetracycline. 


Discussion: 


Charcot Arthropathy is the term used to 
describe the severe joint destruction and disor- 
ganisation seen in a variety of neurological dis- 
eases’, where there is diminished propiocep- 
tion as well as deep sensation, leading to 
chronic repetitive unsensed trauma. However 
a neurovascular cause secondary to injury to 
the sympathetic nervous system has also been 
proposed in the pathophysiology of this condi- 
tion^?. Neuropathic joint disease is seen in 
Tabes Dorsalis, Diabetic Neuropathy, Syrin- 
gomyelia, meningo-myelocele, congenital in- 
sensitivity to plain, leprous neuropathy and 
peripheral nerve lesion. In Tabes Dorsalis, 
usually knees, hips and ankles are affected, 
whereas іп Diabetes the small joints of feet 
are involved and in Syringomyelia the shoulder 
joint, elbow joint and cervical spine bear the 
brunt, 


The involved joint becomes swollen due to ef- 
fusion and over growth of bone, and later on 
becomes unstable. The florid amount of osse- 
ous debris gives it the characteristic feel of a 
“bag of bones”. A striking feature is that pain 
and discomfort is mild in comparison to the 
physical findings; but at times intra articular 
fractures may cause sudden pain. A swollen 
joint with pain and local warmth commonly 
presents a diagnostic dilemma and misdiag- 
nosis is quite соттоп”. This may mislead the 
clinician to. diagnose Septic arthritis. 


Pathologically cartilage degeneration, os- 
teophytosis, recurrent fractures of subchond- 
ral bones, loose bodies and synovial prolifera- 
tion may be seen. The synovial fluid may be 





523 THE ANTISEPTIC 


OCTOBER '90 


xanthochromic or haemorrhagic due to recur- 
rent joint bleeds subsequent to fractures. 


The radiological features mirror the 
pathological changes and neuropathic osteoar- 
thropathy presents the most dramatic radiog- 
raphic picture of all arthropathies. The radiog- 
raphic changes.in Charcot Arthropathy cover 
the complete spectrum of bone changes from 
total resorption seen in acute cases, and exces- 
sive repair seen in chronic cases. 


The chronic neuropathic joint has been 
most aptly called by Brower “the hypertrophic 
joint” to differentiate it from the acute 
neuropathic joints where mainly atrophy and 
resorption of bone in manifest’. 


The radiological changes in the chronic 
hypertrophic, neuropathic, arthropathy as 
seen in Tabes Dorsalis can be said to resemble 
severe Osteoarthritis but with a few differ- 
ences? 

The characteristic features are : 

1. Dissolution of normal joint articulation, 
2. Subluxation and/or dislocation, 3. Excessive 
juxta articular sclerosis, 4. Osteophytosis, 5. 
presence of osseous debris and 6. presence of 
pathological fractures, usually in weight bear- 
ing joints*. All these features are well seen in 
our patient's X-ray. 


Treatment of the underlying neurological 
. condition seldom changes the arthropathy and 
hence treatment is aimed at relief of pain and 
inflammation, control of infection if any, and 
providing stability. Arthrodesis may be at- 
tempted but is fraught with the danger of non 
union. Hence properly fitted knee braces may 
be prescribed which helps in providing stabil- 
ity. Serological tests for Syphilis may be nega- 
tive in nearly 1/3 of cases of Tabes Dorsalis as 
was seen іп our patient, and it is also important 
to remember that false positive serological 
tests may be encountered in Rheumatoid Ar- 
thritis ав меп as Systemic Lupus 
Erythematosus. The Clinician should be care- 
ful while evaluating these laboratory values in 
order to avoid an erroneous conclusion. 


The radiological findings alongwith the 
neurological features and absence of 
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Rheumatoid Factor as well as findings to 
suggest joint sepsis confirm that our patient is 
a case of Tabes Dorsalis with neuropathic 
(Charcot) arthropathy of the knee joint. 


The diseases giving rise to neuropathic joint 
disease have changed over the last several de- 
cades as has its clinical picture. The decline in 
new cases of syphilis and the success of antibio- 
tic treatment in curing existing cases has made 
tabetic neuropathic joint diseases uncommon. 
J.M. Charcot who is considered the father of 
neuurology described this condition way back 
in 1868 and it seems fitting that the eponym 
Charcot,joint be retained as synonymous with 
neuropathic joint disease’, 


Syphilis must be still thought of in chronic 
joint diseases and it is useful to remember that 
radiologically the neuropathic joint resembles 
an Osteoarthritic joint with a vengeance. De- 
tailed history taking and clinical evaluation 
alongwith radiology helps in coming to a cor- 
rect diagnosis. 


In arthritis, specially of the knees, in which 
pain and signs of inflammation are dispropor- 
tionate to the clinical findings of a grossly dis- 
organized joint; one should consider 
neuropathic joint disease. 
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ІС5 called talking. Right or wrong, many older people today feel thot doctors just 
don't spend as much time talking with their patients as they used to. Things seem more 
rushed and hurried. 


But talking, especially about medicines, is more important than ever before. Your 
older patients may be taking several different medicines and seeing more than one 
doctor. And many older people are treating themselves with over-the-counter drugs. 
Unfortunately, an older person can experience altered drug actions and adverse drug 
reactions. 


So, if they don't tell you first, ask them what they're taking and if the medicines are 
causing any problems, take a complete medications history including both prescription 
and non-prescription medicines. 


Good, clear communication about medicines can increase compliance, prevent prob- 
lems, and lead to better health. 


So re-introduce the oldest advance in medicines. Make talking a crucial part of your 
practice. It isn't a thing of the past. It's the way to a healthier future. | 


(South Dakote Medical Journal Volume 42 January 1989) 


* * * * * * 


An 11 year old girl died suddenly at home, and necropsy disclosed severe hyper- 
sensitivity myocarditis. The child had been previously healthy and the only thing the 
mother could recall was that she been unable to stop her daughter eating dry cat food 
on a number of occasions. Analysis showed that the cat food contained 600 times the 
quantity of penicillin allowed in human food (American Journal of Cardiology 1989; 63; 
1154-6) and in the absence of other causes this was thought to be the reason for the 
myocarditis. 


. (BMJ VOL 298 JULY 89) 


* * * * * * 


It is in the genes of the profession to remain free of any other than the individual 
patient as the one and only person to whom the physician is beholden. True, we belong 
to clinics, groups, partnerships. Ad infinitum we serve as paid professionals for government 
agencies, the military and many other “systems” of health care (a suphemism for medical 
care of the ill, injured and disabled). 


However, the “good” physician resists any and all “other bosses” by practicing the 
kind of medicine that benefits his or her patient. Most physicians are in this category, 
no matter in which milieu they function. | 


(Hawaii Med. Vol. 48 April 89) 


* * ж ж ж ж 
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The drug of choice for rapid recovery 
from viral hepatitis, inflammatory and 
toxic disorders of the liver... 

Contains time honoured A yurvedic 
ingredients fortified with BOLDO and 
HATHICHOKE introduced for the first 
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A whole new concept 
in Iron Therapy 


WEIN INDIA > Iron — Your Patients - 
can chew: 


FERRUM FOL 


Chewable chocolate flavoured Iron & Folic acid tablets 
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Assured Efficacy 


Composition: Indications: 

Each chewable chocolate flavoured — Prevention and treatment of iron 

tablet of Ferrum Fol contains: and folic acid deficiencies during 
pregnancy and lactation. 

100 mg — Iron deficiency anaemias due to 
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Folic acid І.Р. . $350 mcg impaired absorption. 


Iron as non-ionic ferric hydroxide 
polymaltose complex 
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Children: 6 mg per kg body weight or as directed by the physician. 


Full prescribing Information available on request. 


Ferrum Fol — Researched & Developed by 
Hausmann Laboratories, Switzerland. 


Manufactured in India by; 


Ec 


Khandelwal Laboratories Ltd. 
79/87. D. Lad Path, Bombay-400 033 


Under Agreement with: 


Hausmann Laboratories Inc. 
St. Gallan, SWITZERLAND 
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SURE AS A NEW DAY WILL DAWN... 


Available as. | : Highly effective in 
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ETOMIN, 250 * Sinusitis 

Dc 'ETOMIN, 500 * Tonsillitis 
| '£TOMIN, SYRUP “ Otitis Media 


_..“ETOMIN, WORKS WITH PROVEN PREDICTABILITY 
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PL. Lever has one of the largest 
research centres in the country. It is the only 
consumer products company with the latest, most 
modern safety evaluation facilities. This ensures 
that all our products are thoroughly safety tested 
before reaching the consumer. 


Subjected to critical testing at every stage, 
from raw material to final product, Rexona is 
specially formulated so that it will not cause skip 
irritation or allergies. It is the safe skin 
care soap you can strongly recommend for 
the entire family, for all types of skin. 


Trusted and liked by consumers 
across the country for over 
40 years, Rexona has passed the 
most important test of all — the 
test of time. 
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Introducing FLUDAC 


BECAUSE DEPRESSED PATIENTS 
ALSO HAVE А FAMILY ^e 





FLUDAC : 


Г] Restores normal active daily life} 


without day time sedation. 
О Is highly effective in the 
treatment of depression. 
C] Is a highly specific SHT 
reuptake inhibitor. 
[ ] Has no significant effect on 
psychomotor performance. 
Г] Has lesser anticholinergic 
side-effects. 


[] Has minimal effect on heart. 


[ ] Is safe in over-dosage. 
[ ] Just one 20mg capsule daily 
in the morning. 


THE DAY 
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Malarial epididymo-orchitis - a case report 


Bhatia R.S. 


Summary 


A case report of epidymo-orchitis due to falciparum malaria is being 


presented because of its rarity. 


Key words: Falciparum malaria; epididymo-orchitis. 


Introduction: - 


Malaria is a global problem.’ Many atypi- 


cal presentations of falciparum malaria have: 


been reported.” Involvement and presenta- 
tion of malarial patient with chief complaints 
of painful testicular swelling makes this case 
quite interesting for presentation. 


Case Report: 


A youngman aged 28 years presented with 
fever for the last four days alongwith painful 
testicular swelling. Clinically, patient was run- 
ning temperature 102°F. Patient like to keep 
the fan off; but there were no rigors or chills. 
He vomited once but there was no history of 
haemetemesis. At the same time, no history 
of local trauma or injury was available. 
Hepatosplenomegaly & palor was positive on 
examination. Local examination revealed 
bilateral, symmetrical tersticular enlargement, 
which was tender and non-reducible. A clinical 
provisional diagnosis of acute epididymo- 
orchitis was made and patient was started with 
antibiotics, antiinflammatory analgesics and 
diethyl carbamazine. Urgent investigations 
were ordered. Haemoglobin 14.0 gms/dl; 
Total & differential counts 9600/cumm and p 
66 L 30 E 06 and basal sedimentation rate of 
erythrocytes was 18 mm fall in Ist hour. 
Peripheral blood smear showed red cells 
loaded with plasmodium falciparum. Im- 
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mediately course of treatment was altered. Pa- 
tient responded to anti-malarial treatment 
within 48 hours, when fever, swelling, pain 
etc. started subsiding. 4 


Discussion: 


Atypical presentations of falciparum 
malaria pose quiet a difficult situation for 
physician to have a clinical diagnosis because 
of its symptomatology simulating symptoms of 
almost all the systems of the body.” At the 
same time, the clinical severity of the disease 
may not run parallel to the levels of parasitema 
in the blood.?? The parassitsed red cells get 
agglutinated which, thus, block the cappillary 
blood vessels which inturn are responsible for 
local symptoms.’ This is a possible explanation 
of local symptoms. The involvement and pre- 
sentation as acute epididymo-orchitis is not 
mentioned in text books although aggregation 
of parasitised red cells in small vessels in the 
testes, heart, pancreas, small intestine, kid- 
neys, lungs, brain, bonemarrow, liver & spleen 
have been reported, in an order of increasing 
frequency.* 


This presentation signifies role of accurate 
testing providing timely help in reaching con- 
clusive clinical diagnosis and management. 
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Endoscopic Laser Rechannelisation 
Raghu P.B., Krishna Rau B., Hemanth Raj E. 


Key Words: Bronchoscopy, Nd: YAG Laser, Carcinoma Lung, Laser 
Channelisation. 


Introduction 


The trachea and the main bronchi though relatively narrow have a 
vital function to perform. Especially malignant tumours in these airways 
can rapidly lead to a life-threatening situation. Unlike laryngeal obstruc- 
tion which is easily relieved by tracheostomy, these lesions pose a dif- 
ficult situation to manage. Attempts at eliminating such a tumourous. 
obstruction are associated with the threat of bleeding which is an addi- 
tional impairment to respiration. The new method (1&3) of Nd: YAG | 
laser channalisation is very helpful to overcome these types of lesions. 


We report here the success of Nd: YAG laser channalisation inthe — 
management of malignant lesions of thé lung with complete obstruction — i 
of the main bronchi as an adjuvant modality of treatment. 


Materials & Methods: 


Twentyone patients after thorough clinical, 
radiological examination are. subjected to 
bronchoscopy and those with a tumour com- 
pletely obstructing the main bronchi, after con- 
firming the biopsy report for malignancy, are 
planned for endoscopic laser. channalisation 
followed by conventional radiotherapy and/or 
chemotherapy. E | 

Equipment used was MBB MEDILAS 2 
Nd: YAG Laser whose power output can be 
vaired between 15 to 100 watts. The pulse du- 
ration of the current can be controlled from 1 
to 9.9 seconds. The power we'used is 50 watts 
with 2 seconds pulse interval. The pilot laser 
was a helium neon laser of two milliwatts with 
a wave length of 0.63 nm. The MBB Nd:YAG 
laser Machine produces a continuous laser with 
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a wave length of 1.06 nm. The transmission of 
energy from the equipment to the tip of endos- 
cope and to the tumour tissue is through a 
flexible Quartz fibre of 1.7mm diameter which 
can be passed through the biopsy channel of 
olympus BF ITR. The laser energy produces 
heat and its intensity can be varied. The 
tumours can be coagulated and vaporised. The 
depth of coagulation is upto 4 mm. The proce- 
dure was done under local anesthesia and the 
patients are retained overnight for observa- 
tion. 


In the first sitting, the tumour mass is 
coagulated with a ‘paint stroke technique’ i.e. 
the etire proximal surface has been coagulated. 
Then the tumour is vaporised proximal to dis- 
tal approach technique described by Fleisher 
and Kessier’s. The proliferative endoluminal 
tumour tissue is ablated totally. The patient is 
put up on bronchodilators for 2 days. After 5 
days check skiagrams of chest taken to assess 
the degree of aeration and if needed, repeat 


.laser luminisation carried out with the interval 


of 5 days. By progressing in this manner re- 
channelisation is achieved with very low 
risk of bleeding. Then the patient is subjected 
to Radiotherapy/Chemotherapy. | 


——————————————————————————Ó——— 
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entry in the left side. 





Fig. 2: After 2 sessions of laser therapy the 
Skiagram showing significant improvement of 
air entry in the left side. 


Results: 


The immediate results of endobronchial 
laser treatment depends on the degree of the 
rechannelisation achieved. The subjective clin- 
ical improvement experienced by the patient 
after laser channelisation is more marked than 
that shown by the functional analysis or radiog- 


raphs. Down grading of the performance status 
of the patient is achieved. 
Discussion: 

The advanced bronchogenic carcinoma, in 
addition to poor prognosis, produces a life 
threatening situation to the patient by its intra- 
bronchial extension and causing obstruction to 
respiratory system. The introduction of laser 
vaporisation of tumour has been a significant 
step in the management of obstructive lesions 
of tracheo-bronchial tree. With present man- 
agement it is now possible to establish a pas- 
sage from the nose to the 6th bronchial seg- 
mentation.- It must be noted that simply by 
removing the portion of the tumour projecting 
into or obstructing the lumen of the respiratory 
tract the patient's complaints are largely elimi- 
nated. After a single or two sittings of endob- 
ronchial laser treatment the patient who previ- 
ously had to struggle to draw a breath, can 
breathe freely again. The mural & extra mural 
growth has to be tackled by the conventional 
methods like radiotherapy, chemotherapy, de- 
pending upon thé nature of the histopathology. 
Laser channelisation helps to build up the pa- 
tient to undergo the conventional therapy by 
down grading his performance status. It helps 
the radiotherapist for better planning of the 
Teletherapy field and for remote after loading 
brachytherapy tube placement. In very ad- 
vanced cases where nothing can be done, laser 
channelisation can be used as a palliative pro- 
cedure. Though it may not improve the life, 
expectancy it definitely improves the quality 
of the life of the patient. 


Acknowledgement: 


We are thankful to the Director & Scien- 
tific Director, Dr. V. Shanta and Dr. S. 
Krishnamurthi, Adviser, Cancer Institute, 
Adyar, Madras-20, for their kind permission 
to publish this paper. 


References - 


1. -DUMON. J.F. et a (1982): Treatment of Tracheobronchial 
lesions by Laser photoresection - Chest, 81, 278-284. 





528 


THE ANTISEPTIC 


OCTOBER '90 


2. Fleischer D etal (1982): Endoscopic Nd: YAG Lazer therapy: — 3. Hotzel, A.R., et al (1983) - Lazer treatment of carcinoma 
А new, palliative approach - Am. J. Surgery, 143: 280-3 of the bronchus - British Medical Journal, 286, 12-16. 


In a lighter vien ............. 
Q: Нош can you tell if an elephant has the UJernicke-Horsakoff syndrome? 
A: He forgets your birthday, demonstrates truncal staxia and confabulates. 
(ЅАМЈ Vol. 74 19 Nov. 1988) 


* * * * * * 


| dedicate the rest 

Of my life to looking about - 

To receiving all the best 

Of the messages life sends out - 


To flowers, crafts and, deeds 
That make life rich and full 

To watching shoots from seed 
And feeling the texture of wool. 


And to filing up the years 

With beauty, love and verse, 

And books and friends and peers 
Who've learned how to run in "reverse". 


And may | never return 

to trudging through life unaware 
Of the flower and the fern 

And the beauty creation can share! 


(Hawaii Med Vol. 48 April 89) 


* * * * * * 


A man who had a stroke developed an odd aphasis; he had lost his speech and 
could not understand speech, but he could read words aloud, even complicated ones. 
He had no comprehension of what he read; but he could not read non-words. Slowly but 
surely neurologists are identifying the many distinct components of speech, readings, 
and comprehension. 


(BMJ Vol. 298, JULY 89) 


* * * * * * 
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.FOR PLAIN ANTISPASMODIC THERAPY 
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Ш DUAL MECHANISM OF ACTION 
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Indications : Symptomatic relief from spasm in : 


a) Intestinal colics associated with diarrhoea, 
dysentery, irritable bowel syndrome. 

b) Renal colics 

с) Biliary colics 

d) Primary dysmenorrhoea 


Dosage : 1-2 tablets 2 to 3 times a day or as directed by the 
physician. 


Presentation : Each tablet containing 50 mg of Camylofin 
dihydrochloride in foil pack of 10 tablets. 


Full prescribing information available on request. 


Manufactured in India by 
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AS & ASTA PHARMA AG 
ма ША | Frankfurt, W. Germany. 
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SLYVWO 


Discover | 
why fresh milk is not anas enough 
for a growing baby. 


When a mother cannot breast-feed an renal solute load. 

infant, you often recommend fresh milk То help a mother give a complete food to 
as an alternative. her baby, Nestlé now offers an infant 
But fresh milk isn't always fresh. It is formula that is health giving and 
processed or reconstituted. cost saving. 

And fresh milk from a 'dudhwala' is often Nestogen 

of dubious quality. 


"t e Nestogen, from Nestlé, is a follow-up 
Besides this fresh milk is not a complete formula for babies over 6 months. It 


food. contains all the necessary goodness a 
Because it lacks linoleic acid, minerals, growing baby needs. 

iron and certain vitamins. Nestogen contains easily absorbable fats, 
And fresh milk contains excessive the necessary cholesterol, linoleic acid, 
amounts of protein, sodium, potassium irons, vitamins and minerals necessary 
and calcium which results in a higher for an infant's healthy growth. 
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IMPORTANT 


Health Organisation 
(WHO*) has recommended 
that pregnant women and new 
mothers be informed of the benefits 
and superiority of breastfeeding - in 
particular the fact that it provides the best 
nutrition and protection from illness for babies. 








: Коц ‘ир Formula % 
Mothers should be given guidance from s; is 
on the preparation for, and maintenance of, lactation, with Xx Months Ond Ё 
special emphasis on the importance of a well-balanced diet both 

during pregnancy and after delivery. Unnecessary introduction of 
partial bottle-feeding or other foods and drinks should be discouraged 
since it will have a negative effect on breastfeeding. Similarly, mothers 


should be warned of the difficulty of reversing a decision not to breast-feed. 





Before advising a mother to use an infant formula, she should be 

advised of the social and financial implications of her decision: for example, if a babv 
is exclusively bottle-fed, more than one can (500 g) per week will be needed, so the 
family circumstances and costs should be kept in mind. Mothers should be reminded 
that breast-milk is not only the best, but also the most economical food for babies. 


TSA-D/IMF/1190 


If a decision to use an infant formula is 

taken, it is important to give instruction on correct preparation methods, emphasizing 
that unboiled water, unboiled bottles or incorrect dilution can all lead to illness. ^. Жете” 3: 

AA Nestlé India Limited 


* See: International Code of Marketing of Breast Milk Substitutes => Ў M-5A, Connaught Circus 
adopted by the World Health Assembly in Resolution WHA 34.22, May 1981. Nestle New Delhi 110 001 
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Anti Bacterial Activity of Seed of 


Cordia Dichotoma 
Gupta D.K., Gupta S.N., 


Abstract 


Antibacterial activity of the seed extracts of Cosdia dichotoma against 
four human pathogenic bacteria (i.e. Staphylococ-us albus, bacillus an- 
thracis, B. subtilis and vibrio cholerae) has been zsssssed. Benzene and 
ethyl acetate soluble extracts of seeds have be=n found very active 
against all the test organisms, while petroleum eser soluble as well as 
chloroform soluble extracts have shown no such sdivity. 


Key words : Cordia dichotoma, Anti басла! activity. 


Introduction : 


Since antiquity the plants have been used 
by man for the treatment of various diseases, 
Cordia dichotoma is a medicinal plant and 
known as 'Shleshmataka' in Ancient Ayur- 
vedic literature. As its name denotes, it is used 
in the treatment of the diseases caused due to 
vitiation of Shleshma i.e. kapha. Its fruits are 
used as anthelminthic, diuretic and expector- 
ant and thus very useful in the treatment of 
Bronchitis and Urinary tract infections! ^. It 
is also used to treat stomatitis and various type 
of ulcers, as well as wounds^: 


Its effect on urinary tract infections and 
bronchitis gives a clue about its possible an- 
tibacterial activity. Hence the present study 
has been carried out to assess the efficacy of 
seed extracts of Cordia dichotoma against four 


Dr. Gupta D.K. 
Research Scientist, 
Malaria Research Centre, 
Field Station, 

Civil Hospital, 

NADIAD - 387 001. 


Dr. Gupta S.N. 

Reader and Incharge Head, 
Deptt. of Kaya chikitsa, 
J.S. Ayurveda College, 
NADIAD - 387 001. 


Specially contributed to “Тһе Antiseptic" 


human раферепіс bacteria viz. Staphylococ- 
cus albus, Bacillus anthracis, Bacillus subtilis 
and vibrio«ebolerae* 


Material amd Methods : 


Air dried seeds of Cordia dichotoma were 
powdered mechanically and subjected for suc- 
cessive ехтаспоп with the solvents viz. pet- 
roleum ether, benzene, chloroform and ethyl 
acetate, inscxhlet apparatus. The extracts thus 
obtained жеге concentrated under reduced 
pressure enc used for the study of their an- 
tibacterial 3ctivity. Homogenous suspension of 
bacteria ir mutrient agarmedia was prepared 
and poured in sterilized petridishes before it 
gels. The arribacterial activities were assayed 
following 3ierpaper disc plate method". Filter 
paper dises 5 mm. diameter were dipped in 
each extract placed on nutrient agar media 
containing bactetia and incubated at 37 + 1°C 
for 48 hours. Streptomycin solution of 1000 
ppm was 224 as control. Zone of inhibition 
(ZOI) measured by millimeter scale. 


Results arsi Discussion: 


Result are recorded in following table 
No.1 in wich ‘A’, ‘B’, ‘C’, ‘D’ zones of inhib- 
ition denetes the zones of inhibition for four 
fractions o the seed extract of Cordia 
dichotoma i е. with petroleum ether benzene 
chloroform and ethyl acetate respectively. 


The observations reveal that out of the four 


fi cat ҒА. L4 АҒ Ш\л Аһ Atnhatama 


Table 1. Showing antibacterial activity of Cordia dichotoma. 


Sr. zone of inhibition (mm diameter) 
No. Мате of bacteria 
A B C D Control 
1. Staphylococcus 
albus - 14 - 8 12 

2. Bacillus anthracis : 2 - 10 ! 

2. Bacillussubtilis . 8 7 10 30 

4. Vibriocholerae . 9 . 10 20 





the benzene and ethyl acetate fractions (В & 
D) are found very active against all the test 
organisms which indicate that the active anti- 
baterial principles of the seed are mostly ben- 
zene soluble upto some extent ethyl acetate 
soluble. Active antibaterial principles of the 
seed do not dissoive into petroleum ether as 
well as chloroform. 


Benzene soluble extract of the seeds show 
a very good antibacterial: activity against 
S.albus (zone of inhibition 14 mm against 11 
mm of control) and B.anthracis (ZOI, 12mm 
against 11 mm control respectively). However, 
it is less effective against other organisms. The 


* * * 


antibacterial properties of Cordia dichotoma 
in various fractions might be assigned to pre- 
sence of antibacterial ingredients, which after 
isolation and purification may be of great 
therapeutic value against various diseases 
caused by these bacteria. 
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* * * 


Cimetidine, a histamine Hgreceptor antagonist widely used to treat peptic ulceration, 
is known to cause gynecomastia and sexual dysfunction in some men. Cimetidine de- 
creases the 2-hydroxylotion of estradiol and resuits іп an increase іп the serum estradiol 
concentration. This mechanism may help to account for the signs and symptoms of 
estrogen excess reported with the long term use cimetidine 


(The Меш €ngland Journal of Medicine Vol. 591 1989) 


* * * 
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* * * 


finy sporting activity must corry o risk of injury or strain for the participants, but in 
some the risks are more obvious than in others. Dinghy sailors, for exomple, put their 
knees under considerable strain as they lean out over the edge of their boots (Practitioner 
1989, 233 1039-5) Youngsters who soil a lot may develop chondromalocia patellae, 
but smoll boat sailors of all ages may damage the ligaments around the knee. 
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(BMJ Vol. 999. Sep. 89) 
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Anti diabetic therapy and Platelet aggregation 


Seshiah V., Ramachandran M.S., Нагіпагауага C.V., Venkataraman S. 
Sundaram A., Madhavan R., Swarna Rema. 


Diabetes Mellitus is characterised by in- 
. creased prevalence of large vessel disease with 
‘unique features of microvascular complications 
as well. Enhanced Platelet aggregation (PA) 
commonly encountered in diabetic subjects’! 
is believed to influence the vascular complica- 
tions of diabetes mellitus. Various factors ш 
the metabolic millieu of diabetic subjects”? 
have been proposed to contribute to the en- 
hanced platelet aggregation. The need to cor- 
rect this abnormal platelet aggregation in 
diabetic subjects as been clearly felt. In this 
study the effect of anti-diabetic treatment per 
so (Meal plan oral hypoglycemic agents and 
insulin) on the PA status of diabetic subjects 
was determined. 


Meterials and Methods 


Forty five diabetics and on equal number 
of control subjects were included in the study. 
Diabetics were catagorised as, those on meal 
plan, on Oral Hypoglycemic Agents (CHA) 
and on insulin. НЬА 1с was estimated by calor- 
metri method, and metabolic control assessed. 


Platelet aggregation in vitro was studied 
using Platelet Aggrecoder (PA-3210). Fasting 
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blood sampiss were collected in a plastic syrige 
in 3.8% Sediam citrate solution. Blood was 
separated ігіс equal halves. One portion was 
contrifugec at 100 RPM for 10 mins. to obtain 
Platelet rich plasma (PRP) and the other half 
at 10,000 ЕРМ for 10 mins. to obtain platelet 
poor plasme (PPP). By standardising the sam- 
ple with ther -espective PPP, aggregation was 
induced by adding ADP (2ug/ml) to the PRP, 
which is retated in a cuvette with a teflon 
costed magae-ic piece at 37°C. Changes in the 
optical density caused by the aggregates 
formed are registered photometrically and re- 
corded in the form of a graph, along with 
maximum P percentage. The PA percentage 
is correlated with metabolic control, and mode 
of anti diabetic treatment. 


Results: 


The РА percentage іп normals and diabe- 
tics are presented in Table - 1. The aggregation 
Table - 1 


Table showing Platelet Aggregation in Normals and Diabetics of 


various category 
п = 90 
М Е 
Normas 45 23 22 
Пізһе: 5 45 25 20 


ne 


Category n ‘Max. Agg: Percent | HbAlc 
BOO EIER oo а кен Eo CREE 
Normals 45 20.075 + 10.45 7.02 + 0.6 
KNIE eee eee am E c sq D^ MM ce 
NIDDM i ! 
a) Meal Plan 15 36.75 + 24.47 9,11 +2.22 
b)OHA 22 21.01 + 14.56 9.25 + 1.95 
EUER а See eo ae 
IDDM 8 2391 + 12:97 12.76 + 2.53 
аа i E P 

NormalVsMealPlan . (P«0.01) 

Normal 75 ОНА | (NS) 

Meai?la Vs ОНА (Р<0.01) 
(Note: Figs. i tbe Paranthesis show mean + SD) - 
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in normals was 20.075 + 10.45% and in diabe- 
tics on meal plan was 36.75 + 24.47% while 
those on OHA and on insulin had an aggrega- 
tion of 21.01 + 14.56% and 23.91 + 12.91% 
respectively. PA was significantly higher in 
diabetic subjects on Meal Plan compared to 
normal subjects. (P<0.01) as well as subjects 
on ОНА (Р<0.01) and Insulin (P<0.01). The 
relaltionship between metabolic control and 
various diabetic categories based on the mod- 
ality of treatment are presented in Table II. 
There was no significant correlation between 
glycemic levels and PA. However, for the same 
degree of glycemic range viz. in both the sub 
groups with BhAlc range 5-8 and 8-11, the PA 
in subjects on Meal Plan was significantly 
higher than those on OHA (P<0.01) thus 
eliminating the possible contribution of 
metabolic factor towards enhanced PA. 








Table - П 
Table showing the correlation between Metabolic control 
and Platelet Aggregation (PA) 
% of Aggregation 
HbAIc . 
Range NIDDM IDDM 
n  Mealplan п OHA г (Insulin 
«5. 1 533 У 
5.5 3 23912169" 4 11.78424% 
8-1 9 39.91+ 26.42" 13 16.05 +8.26 2 18.55 € 2.35 
>И + 2:799 %3 5 36.52 + 20.96 6 25.7+14.5 
15 22 8 
(P < 0.01) 


(Note P Figs. In the parenthesis show mean + SD) 


Discussion: 


Studies concerned with PA in Diabetes 
Mellitus suggest that platelets from diabetic 
subjects are hypersensitive to aggregating 
agents in vitro.* The primary wave of aggrega- 
tion appears to be normal in diabetics. There 
is a general increase in the secondary wave of 
aggregation in response to most inducing 
agents like ADP, Collagen, Epinephrine.”. 


In our study PA is subjects on meal plan 


“was more than the normals, while in those on 


OHA and insulin, the PA was comparable to 
controls. Klaff et al.° made similar observa- 


tions and reported the abnormal sensitivity of 


platelets to aggregation in patients on diet 
alone as compared to normals. Colwell et al. 
have shown higher PA percentage in patients 
with Impaired Glucose Tolerance on diet 
therapy. Borah et al. estimated the PA in 
diabetics before and after treatment with OHA 
and Insulin. PA was significantly lower after 
treatment. All these prove the beneficial ef- 
fects of OHA and Insulin in preventing en- 
hanced Platelet aggregation in diabetics. Pres- 
son demonstrated that the risk of cardiovascu- 
lar complications was substantially reduced in 
subjects with IGT who were treated with tol- 
butamide and meat plan than on meal plan 
alone. 


Platelet aggregation has been observed to 
be higher in diabetics with poor metabolic con- 
trol. The improvement of PA occuring with 
matabolic control has not been universal. In 
our present study there was no correlation be- 
tween HbAlIc and PA in diabetics. On the 
other hand for a similar range of glycemic con- 
trol, subjects on OHA and insulin had less PA 
than those on meal plan. All these observa- 
tions emphasise the beneficial effects of OHA 
and insulin on PA in diabetics. 


Conclusion: 


The enhanced PA is an inherent charac- 
teristic of diabetic subjects. While the factors 
contributing to this state are numerous, there 
is an increasing awareness to attempt correct- 
ing this abnormality. The specific anti-diabetic 
treatment in the form of OHA and Insulin, 
independent of their effect on glycemic state, 
has a favourable effect on PA while those 
whose metabolic state could be satisfactorily 
controlled with diet alone have tó be treated 
in addition with anti platelet aggregating 
agents. 
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* * * * * * 

Premenstrual tension has become so шей! known that many women expect to suffer 
weight gain, irritability, fatigue, and other miseries. But there are very few lists of desirable 
premenstrual changes. According to this Canadian study 66% of women experience posi- 
tive symptoms of which the most common are increased sexual interest and enjoyment, 
a tendency to get things done, more attractive breasts, more energy, increased confidence, 
and more creative ideas. 


(B. M. J. 298, July 89) | 
* * * * ж ж | 


Aural symptoms in a drug abuser may be due to the practice of hiding banned 
substances within the ear. The ear may look normal from the outside while concealing 
enough cannabis for one'smoke or enough diamorphine for 5etueen one and four "fixes". Ў 
both the medical profession and the police should бешсте of the drug abusers with 
recent onset of otitis externa or deafness, and the ears should be examined carefully. 


Im 
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Nicotine levels from smokeless tobaccc higher 


Dr. Neal Benowitz and Dr. Sheiner Lewis, two University of California, at San Francisco 
researchers, found that the dose of nicotine is twice as ТЕРТЯ exposure to smokeless | 
tobacco than it is after exposure to cigarettes. 


Nicotine absorption rates шеге compared in volunteers ofter they used кәмене 
snuff, cheuing tobacco, and nicotine gum. 


The levels of nicotine concentration were similar after eigorettes, snuff, chewing to- | 
bacco, but nicotine stayed in the blood longer after exposure to smokeless tobacco 
products. Nicotine gum had a lower nicotine level, but stayed in the blood for o longer 


period of time. 


High levels of nicotine were found after smoking a cigarette, but the levels dropped 
rapidly. The level of nicotine after exposure to smokeless tobacco took much longer 
declining. 


More nicotine was s absorbed ofter exposure to smokeiess Y. since the nicotine 
level dropped so slowly. | 


(Military Medicine Vol. 154 June 1989) 
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Diabetes and Acute Myocardial Infarction 


- A Controlled Study 


Hariharan, R.S., Anand Moses C.R., Udayashankar D. 


Abstract 


The clinical course of Acute Myocardial Infzrc ion (AMI) was com 
pared between 48 diabétics (Group I), 48 stress Hyperglycaemics (Group 
II) and 30 non-diabetics (Group III). The number cf women with Acute 
Myocardial Infarction was higher among diabeti-s when compared with 
the other groups. There was no significant difference between the 3 
groups as regards the site of infarction and prevalence of arrhythmias. 
However, conduction disturbances were signi‘icantly higher among 
diabetics compared to non-diabetics (p « 0.05) Pump failure was sig- 
. nificantly higher in diabetics (50%) compared tosstress hyperglycaemics 
(31.25%) (0.1 > p < 0.05) and non-diabetics (20%) (p < 0.001) Mor- 
tality following Acute Myocardial Infarction was.also higher in diabetics 
(33.3%) compared to non-diabetics (10%) (э < 0.01) and stress 
hyperglycaemics (16.66%). An important observa-ion was, the day of 
the in-hospital death: while the mean day of death in diabetics was 
10.38 + 6.93 (0.046 > p « 0.01) days following hospitalisation, it was 
6.67 + 6.66 in non-diabetics and 7.38 + 4.96 in stress hyperglycaemics. 
Thus in diabetics with Acute Myocardial Infaretion, while the site of 
infarction and prevalence of arrhythmias were similar to those іп non- 
diabetics with Acute Myocardial Infarction, coadaction disturbances, 
pump failure and mortality were dicidedly higher. Further, diabetics 
with Acute Myocardial Infarction also had a late in-hospital death em- 


phasising the need for prolonged intensive care in them. 


Introduction 


Apart from the metabolic derangement, 
diabetics with Acute Myocardial Infarction 
(AMI) differ from their non-diabetic peers at- 
least in three respects: i) in the extent of Coro- 
nary Artherosclerosis, ii) Cardiac Autonomic 
Neuropathy, iii) Diabetic Cardiomyopathy -- 
all of which predispose them to a poorer clin- 
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Dr. Anand Moses С.К. м.р.. 
Dr. Udayashankar D. M.D.. 
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ical course and prognosis following Acute 
Myoca rdi il Infarction. (Table 1). It was there- 
fore the pur»ose of this study to analyse the 
clinical coarse of Acute Myocardial Infarction | 
in diabetics compared to non-diabetics. 


Materials & Methods: 


One hundred and twenty six consecutive 
cases of Acite Myocardial Infarction (AMI) 
admitted tothe Intensive Coronary Care Unit 
(ICCU) of kilpauk Medical College Hospital 
during the period Feb-Nov 1987 formed the 
material for the study. 


Fasting plasma glucose (FPG) daily on the 
first five cays, glycosylated haemoglobin 
(GHb) and L pid profile on admission were es- 
timated in al the patients. GHb was estimated 
by colorirxetric method (Fluckiger & Winter- 
halter) durirg the stay in Intensive Coronary 





Vol. 87 No. 10 


THE ANTISEPTIC | 535 


Care Unit they were monitored for the first 
five days and were followed up for a period 
of 21 days in the hospital. 


Based on history, FPG and GHb values, 
the subjects were subdivided into 3 groups: 


Group I: 


Diabetics: Known diabetics and those 
with FPG 140 mg?6 on more than one 
occasion and GHb 9%. 


Group II: 


Stress hyperglycaemics : Those without 
any past history of Diabetes and FPG: 
140 mg% on more than one occasion, 
but GHb 9%. 


Group IIT: 


Non-diabetics: Those with no history of 
Diabetes, FPG 140 mg% and GHb 9%. 


The site of infarction was broadly classified 
into anterior wall and inferior wall infarctions. 
Patients with antero-septal, antero-lateral and 
extensive anterior wall infarction were all 
grouped under anterior wall myocardial infarc- 
tion. ^ 


The. in-hospital clinical course, including 
mortality and morbidity in the different sub- 
groups were analysed. Statistical analysis was 
done using student's ‘t’ test. 


Results 


Of the 136 patients studied, 48 (38.1%) 
were diabetics, 48 (38.196) were stress 
hyperglycaemics and the remaining 30 (23.8%) 
were non-diabetics. 


Females formed 22.922% (11) in Group I, 
12.5% (6) in Group II and 13.33% (4) in 
Group III. Thus, there was a higher number 
of females among diabetics with myocardial 
infarction than among non-diabetics. 


The mean age of the subjects was 55.66 + 
10.01, 50.88 + 10.85 and 55.57 + 9.61 years 
respectively in Groups I, II and III. 


Site of infarction: 


In Groups I and II, 27 each (56.25%) had 
anterior wall myocardial infarction and 21 each 
(43.7576) had inferior wall myocardial infarc- 
tion. In group III, 20 (66.67%) had anterior 
wall Myocardial Infarction while 10 (33.33)% 
had inferior wall Myocardial Infarction. 





Table: 1. Diabetes(DS) and Coronary Artery Disease (CAD) - 
A Clinical Appraisal 





1. Prevalence & 
Incidence: 


Ds have an increased prevalence and 
incidence of CAD compared to NDs. 
(No. diabetics) 


Ds develop CAD at a comparatively 
younger age. 

Diabetic women have a risk for CAD 
similar to that of men, while in NDs, men 
have a higher risk for CAD. 


ii) Even pre-menopausal women with DM 
develop CAD more commonly i.e., DM 
takes away the protection from CAD 
that women of reproductive age group 
otherwise enjoy. 


2. Ageatonset: 


3. Sex: A 


— 


4. Coronary uskfactors: 


i) Ds have a greater prevalence of other 
coronary risk factors such as hyper- 
tension, obesity and hyperlipidaemias. 

ii) Hypertriglyceridaemia as a coronary risk 
factor in Ds compared to NDs needs 
special emphasis. 

iii) Diabetes per se (“Diabetic Factor") 
through an as yet unknown mechanism - 
quite apart from hyperglycaemia, hyp- 
eri-nsulinaemia, platelet abnormalities, 
etc. - constitutes an additional and 
independent coronary risk. 


5. Severity of CAD: 
CAD is more severe in the individual pa- 
tient with DM than without DM as shown 
by involvement of more number of 
vessels and more diffuse involvement of 
the affected vessels. 
6. Presenting clinical features: 
Diabetics have a greater prevalence of 
i) Silent myocardial ischaemia and infarc 
ion. "Angina equivalents" such as 
fatigue on effort, nausea and vomiting as 
a manifestation of AMI are commoner 
in Ds. 
ii) Painless myocardial infarction. 
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7. Course of A M I: 
Ds with A M I have a 
i) higher prevalence of arrhythmias, 
conduction disturbances and pump failure 
ii) frequent occurrence of late in-hospital 
deaths after transfer from the ICCU. 
iii) higher recurrence rate and poorer long 
term prognosis 
8. Complicating factors in diabetics: 
Diabetics cardiac autonomic neuropathy 
and diabetic cardiomyopathy, apart from 
the metabolic derangement, adversely af- 
fect the outcome in Ds with A M I. 





Ds-Diabetics From: O.Stevens Leland Jr. 1983. 
NDs - Non-diabetics 





Complications: 


The incidence of arrhythmias, conduction 
disturbances and pump failure in the 3 sub- 
groups of patients is shown in Table-2. The 
prevalence of ventricular arrhythmias was not 
significantly different between the 3 groups, 
and was 29.17%, 33.33% and 30% in groups 
I, Папа Ш respectively. However, conduction 
disturbances were significantly higher in diabe- 
tics (25%) (p < 0.05) and stress 
hyperglycaemics (16.67%) compared to non- 
diabetics (10%). Similarly, pump failure was 
present in 50% of diabetics, and was thus sig- 
nificantly higher compared to stress 


Table: 2. Complications during the Course of Acute Myocardial 
Infarction 


Conduction 
disturbances 


Subgroups Arrhythmias Pump failure 


Number Percen- Number Percen- Number Percen- 


hyperglycaemics (31.25%) (0.1 m P > 0.05) 
and non-di»etics (20%) (P < 0.001). 


Mortality 


In Group I, 16 (33.33%) died during hos- 
pital stay Their mean age was 59.57 + 8.37 
years. The mean day of death was 10.38 + 
6.93. Arhythmias and conduction distur- 
bances were һе cause of death in remainder. 


In Greug II, 8 (16.66%) died during hospi- 
tal stay. “heir mean age was 57.75 + 16.94 
years. The mean day of death was 7.38 + 4.96. 
The cause cf death was pump failure in 1 
(12.5%) and arrhythmias and conduction dis- 
turbances in the rest (87.5%). 


In Group III, only 3 (10%) had a fatal 
outcome. ‘Their mean age was 58.00 + 10.58 
years. The mean day of death was 6.67 + 6.86. 
Of the 3, ene (33.33%) died of pump failure 
while the remaining two (66.67%) died of ar- 
rhythmias 
Discussior: 

In this study as in several others the mortal- 
ity followame Acute Myocardial Infarction 
among dabetics was higher. While most 
others^? * > have reported a two fold increase 
in mortali, a three-fold increase was noted 
in this study. | 


The present study is unable to confirm the 
hypothesis of a more frequent occurrence of 
a painless myocardial infarction in diabetics as 
in the stucy of Artur”. However, this may be 
the conseceace of selection of Myocardial In- 
farction patients for hospitalisation because se- 
vere pain Gusto infarction was among the main 
symptoms qualifying for hospital admission. 


a "Е » The prevalence of arrhythmias was approx- 

imately in the order of 30% in all the three 

Diabetics М 2917 12 2500 24 5000. sub-group:. Several authors? have also not 

n-48 found a hæħsr prevalence of arrhythmias in 

Stresshyper- 16 ^ 3333 8 1667. 15 3125 diabetics with Acute Myocardial Infarction, 

glycaemics though опе might expect a higher prevalence 

n-48 in diabetic т view of the metabolic derange- 
Non-diabe- 9 3000 3 10.00 6 2000 теп. tan 

tics n-30 
, In the »resent study, disorders of conduc- 
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tion were significantly more frequent among 
diabetic subjects with myocardial infarction 
than among non-diabetics. Other author? also 
observed that myocardial infarction patients 
with diabetes compared, with non-diabetics 
more often suffered from conduction disorders 
and that patients with inexplicable conduction 
disorders had impairment of carbohydrate to- 
lerance significantly more often than control 
groups~. This is perhaps related to changes in 
the nervous structures or small vessels of the 
conduction system due to diabetes and the 
specific metabolism of the muscle fibres of the 
conduction tissue i.e., its greater glucose de- 
pendence’. 


Pump failure was seen in 50% of all diabe- 
tics with Myocardial Infarction compared to 
31.2% in stress hyperglycaemics and 20% in 
non-diabetes. This is perhaps related to fea- 
tures peculiar to diabetes including more ex- 
tensive atherosclerosis affecting particularly 
the smail coronary arteries compared with the 
disease predominently affecting the large ves- 
sels in non-diabetics as well as the specific 
diabetic cardiomyopathy that impairs left ven- 
tricular function. 


One of the important observations in this 
study is the late in-hospital death following 
acute myocardial infarction in diabetics. While 
in non-diabetics it was 6.67 + 6.66 day follow- 
ing Acute Myocardial Infarction, in diabetics 
it was 10.38 + 6.93. Several authors have em- 
phasised the frequency of late deaths. Soler 
and associates ? reported that half the deaths 
from Myocardial Infarction in their diabetics 
occurred after transfer from the Intensive Care 
Unit. Harrower & Clarke® and Leichstein’ et 
al have reported ventricular fibrilation beyond 
five or more days after admission. Their ex- 


* * * 


perience suggests that diabetics require longer 
periods of intensive care. 
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А chance observation that the antibacterial agent norfloxacin, a flourquinolone, 
seemed effective against Plasmodium falciparum has opened up the possibility that this 
drug may be useful in treating chloroquine resistant malaria (Annals of Internal Medicine 
1989; 111; 367-7). The report describes only nine patients and so is very preliminary - 
but goodness knows we need more antimalarials, so the results of larger studies will 


be awaited with a lot of interest. 
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Bronchial asthma 


Bronchial hyper-reactivity or increased 
constrictor response of the airway smooth mus- 
cles to a wide range of stimuli is the central 
event characterising asthma. The constriction 
leads to obstruction to airflow of varying de- 
grees. This obstruction is reversible. This re- 
versibility distinguishes asthma from other 
obstructive lung diseases. The hyper-reactivity 
is an individual characteristic, independent of 
trigger-factors which cause the actual bron- 
choconstriction. Both neurochemical and im- 
munological mechanisms underlie the hyper- 
reactivity. 


Neurochemically, the state of the bronchial 
smooth muscle is a balance between the 


parasympathetic (constrictor) and sympathetic : 


(dilator) influences. These influences in turn 
are mediated by the intracellular mediators - 
cyclic nucleotides and prostaglandins. Cyclic 
guanosine monophosphate (cGMP) mediates 
the constrictor action .of cholinergics. Cyclic 
adenosine monophosphate (cAMP) mediates 
the dilator action of sympathetic or adrener- 
gics, when the latter act on a beta-receptor. 
The alpha receptor stimulation inhibits cAMP. 
Prostaglandins (PG) affect cAMP: PGE 1, 2 
increase cAMP while PGF2 inhibits cAMP. 


Thus at any given moment, the balance 
between PGE 1, 2 and PGF2 between CAMP 
& cGMP, between adrenergic and cholinergics 
determine the state of responsiveness of the 
bronchial smooth muscle. 


Drugs act at different levels in this 
neurochemical balance, to bring about bron- 
chodilation or bronchoconstriction. Theophyl- 
line prolongs the action of cAMP. Steroids 
enhance the formation of cAMP and inhibit 
alpha adrenergic activity. Salbutamol stimu- 
lates the beta receptors. 


Immunologically, the hyper-reactivity is 
triggered by the triggering factors in one of 
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two immurz xesponses-an immediate reaction, 
Type I or an immune complex reaction, Type 
III. 


Type 1 æaction is mediated by I gE and is 
triggered Еу exogenous allergens eg pollen. 
Atopic astarra is a Type I reaction. Type III 
is mediatee Ey IgM, IgG and complement. It 
is a reactiow triggered by any extracellular fac- 
tor, resultizg from antigen-antibody reaction. 
Infections-mduced asthma is of this type. 


Immunalegically, asthma is classified as ex- 
trinsic or asepic who exhibit a range of clinical 
allergies tc 2 variety of factors and extrinsic 
asthma or «ryptogenic asthma (“попғргоуеп 
allergic") is v hom the specific allergen has not 
been demcnstrated. Exercise induced asthma 
results frora sebound broncho-constriction to- 
wards the snd of exercise following a bron- 
chodilatior pnase during the exercise. The re- 
bound broscroconstriction becomes fully es- 
tablished 2-0) minutes after the exercise is 
completed and reverses gradually over the next 
hour or so 


Some forms of exercise are more likely to 
provoke as-hma than others eg. running. Inter- 
mittent exerc se is better tolerated than endur- 
ance асіїуі 125. 


The rebeand bronchoconstriction in ехег- 
cise induced states is considered as one of the 
best induces ef intrinsic hyper-reactivity, inde- 
pendent oftripger factors; further, people with 
this ргоревзЕу also show greater atopic ten- 
dencies. H=nce, detection of exercise induced 
bronchocoastriction in otherwise asymptoma- 
tic, cardiac healthy young subjects is a valuable 
early diagrostic approach for management of 
asthuma. е з surveys of school children, with 
estimation of peak expiratory flaw rates, be- 
fore and after exercise will be a handy method, 
in this regard. 


(Dr. М. Faziharasubramanian M.D., Ph.D) 
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Dr. Kalidas Chattopadhya, 
33/31, Jyotish Roy Road, 
Calcutta 700 053. 


Q. Cause and cure for excessive perspiration 
from palms and sole of men and women of 
different age, mostly among the youth. 


A. Sweating in palms and soles is non-thermal 
sweating in nature. It is due to reflex choliner- 
gic sympathetic hyperactivity, an autonomic 
disturbance accompanying emotional stress, 
anxiety and apprehension. In some, it may be 
idiopathic, ^ even though | behavioral 
psychologists attribute repressed childhood 
emotional stress as cause. Such non thermal 
sweating is seen particularly in youth. Among 
treatments that have been tried are, individu- 
ally monitored use of anticholinergic drugs, 
alternating (10 minutes) exposure of hands and 
feet to warm and cold water, local application 
of aluminium hydroxide and perhaps, most im- 
portant, appropriate psycho-and behavioral 
therapy for underlying anxiety/stress. 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


* * * * 
Dr. G.G. Wagh, Ghatcopar (W), 
Bombay 


Q. Please describe modified *Shouldice" re- 
pair, anew method for inguinal hernia repairs. 


A. The Shouldice repair is used for all types 
of inguinal hernia. The essential preliminaries 
are accurate dissection at the internal ring, ex- 
cision of the cremaster, accurate recognition 
and definition of the fascia transversalis. Es- 
sentially the repair is an overlap ofthe divided 
fascia transversalis utilising four lines of con- 
tinuous monofilament nonabsorbance suture 
material. Except in children of less than 14 
years, in very apprehensive patients and in case 
of difficult multi recurrent hernias. local anaes- 
thesia is ideal for this technique. At operation 


Correspondence 








a total of 1500 of 2% Procaine hvdrochlride 
тау be usec. іп elderly people less volume 
and less con-entration is preferable. | 


Operative te-naique: | 


The ingumnal canal is opened as like any 
other surger- for the inguinal hernia. The cre- 
master is divded longitudinally and separated | 
from the cord strictures completely and ех- · 
cised. The cord is completely freed from the 
loose fascial attachments to the internal ring, - 
by sharp dissection. The sac is identified and 
is carefully feed from the cord to the internal 
ring without damaging the vas and cord - 
sstritches. The sac is observed, the contents are 
dealt with, and the sac is excised. 


The fasc= transversalis is divided longitud- 
inally from«tzeinternal ring to the public tuber- 
cle. The infeuer epigastric artery, if necessary, 
can be divicec and ligated. 


Repair of the dosterior inguinal wall: 


The терат of the posterior inguinal wall is 
done in fou- continuous suture lines using two 
separate stmures of nonabsorbance suture 
material, limes one and two from the first su- 
ture, lines tarze and four from the second. 


The first lize, starting medially at the pubic 
tubercle, attaches the free edge of the lower. 
flap of the divided transversalis fascia to the 
posterior aszect of the lateral edge of the rectus . 
close to. its insertion. The entire free. edge of 
the lower flapof the fascia transversalis is now 
gradually brought upwards and medially un- 
derneath the upper flap that overlaps it, by 
continuous sucure up to the internal ring where 
the first suture line then reverses and continues 
as 2nd line travelling medially, attaching the 
free edge @ -he upper divided aponeurolico 
fasical tran-versalis lamina and adjacent mus- 
cle fibres tz ће shelving surface of inguinal. 
ligament, util it reaches the pubic tubercle, 
where it is ned itself. 
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The third line (second suture) starting at 
the internal ring, reinforces the second line, 
eliminating all dead space approximates the 
internal oblique and transversalis muscle down 
to the deep surface of the inguinal ligament 
up to the pubic tubercle. The fourth line of 
suturing is the returning of the third suture 
from pubic tubercle to the internal ring ap- 
proximating the same structure in a little sup- 
erficial plane and is retied at the ring. The 
operative cord should slide easily into the in- 
ternal ring and there should not be any stran- 
gulation to the cord veins. The cord is replaced 
and the external oblique aponeurosis is su- 
tured. 


The subcutaneous space is closed sepa- 
rately to eliminate the dead space and the skin 
is approximated. 


Those who had surgery under local anaes- 
theia can walk out of the operating room and 
is ambulatory thereafter throughout a 2-3 day 
hospital stay. Sutures are removed after 48 
hours. 


(Dr. P. Sivalingam) 
* * * * 


Dr. B.R.L. Prasad, 
Gannavaram, 
Krishna Dt., A.P. 


Q. Please enlighten me on 'Biofeed Back 
technics (practical) for reduction of hyperten- 
sion. І ат a hypertensive and would like to 
reduce the dosage of Nifidifpine (retard) 10 
mg Bid + Enalapril 10 mg Bid 


A. Therapy of hypertension includes nondrug 
therapy before initiating drug therapy in mil- 
der form of hypertension. Nondrug therapy 
includes personal hygienic measures like 
weight redüction, salt restriction, elimination 
of smoking and alcohol intake and alleviating 
the stress. 
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The reduction in the stress includes yoga, 
meditation, hypnosis and psychophysiological 
therapy like biofeedback. All these techniques 
are used for a short period everyday. Whether 
these will produce a sustained reduction in the 
blood pressure is controversial. 


The biofeedback technique depends upon 
electronic recording of the diastolic pressure 
and signalled by light and sound of each heart 
beat associated with blood pressure. The pa- 
tient is encouraged to increase the number of 
signals, a result achieved by lowering blood 
pressure. For a detailed information on this 
technique you may refer Patel et al. B.M.J. 
1981; 282, 65-9. 


(Dr. N. Kashirajan) 
koX 7542022 


Dr. K.R.R. Rajendran, 
Aravakurichi. 


Q.1. Is it necessary to give test doses for 

a) Oxytetracycline infection 

b) Gentamycin injection 

c) Tetanus Taxoid injection (For A.T.S. in- 
jection usually TD is given) 


АЛ. Unlike penicillin anaphylaxis is not com- 
mon with these drugs. If at all the patient is 
going to develop immediately hypersensitivity, 
it usually manifests in the form of allergic skin 
rashes. Hence it is not necessary to give test 
dose for these drugs. 


However, danger of anaphylaxis is always 
there with any heterologous serum and hence 
a test dose is a must for giving ATS injection. 


(Dr. S. Vembar) 


Q.2. Normal body temperature has been 
marked in books as 98.4?F. But in clinical ther- 
mometer it has been marked with arrow mark 
on 98.6°F as normal temperature. Which is 
correct? 
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Correspondence 


A.2. The traditional normal value for human temperature will be ranging between 97.3°F to 
oral temperature is 37° С or 98.6°F. Butamean 98.8 F 
+ 1.96°F standard deviation is always there — 

for example, in normal adults the morning oral (Dr. S. Vembar) 
жый [sl ceca x 


Correct Answers received for the 
Case of the Month - July '*0 


Dr. S.N. Roy, 
Keshar Katra, 
Jagatganj, 
Varanasi 221 000. 


Dr. Indubhai M. Shah, 
Nadiad 387 001, 
Gujarat. 


Dr. K. Purna Chander, 
Sircilla. 


Dr. N. Sridhar, 
V.V.D. Road, 
Tuticorin 628 003. 


Dr. U.K. Choudhary, 
P.O. Parsando, 
Munger (Bihar). | 


Dr. Pramod Kumar Das, | 
Sujanpur Govt. Hospital, | 
Cuttack, | i | 
Orrisa 755 017. 


Dr. Chandrasekaran, 
Malligai Nursing Home, 
Attayampatty, 

Salem Dt. 


Dr. M. Arumugaperumal, 


Vivekananthar $t., 
Rajapalayam 626 017. 


* 


* 


Dr. Uma Ramanan, 
Pandian Pillai Lane, 
Trichy 620 002. 


Dr T.G. Kalkura. 
'Jmversity Road, 
Tirachirapalli 620 001. 


Эт М. Bhagawat, 
sitaa Clinic, 
Jospet 583 201, 
Xarnataka. 


2r D.B. Mudget, 
Jmrer Dt., 
Nagpur 441 203. 


Эт L. Ramaswami, 


Sri Saravana Nursing Home, 


Shavani 638 302. 


Эт C. Lalitha Selwyn, 


Ve appadi, 


Уе 1оге, 
Ч.А. Dt. 


Or R. Pradeep Китаг, 
?akulangara, 
Thiruvananthapuram 695 024. 


Dr K.P. Rajendran, 
Senthil Clinic, 
Aravakurichi 639 201. 
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When Speed of Action Matters! 
Robinax 


(Methocarbamo! USP Tablets & Injections) 


Powerful, Safe, Time tested 
SKELETAL MUSCLE RELAXANT 





indications: 
Skeletal Muscle Spasm associated with 
О Trauma (Sprains, Strains, Fractures, 
nd Dislocations etc.) 
Also oe. л Г] Stiff Neck 
ü obi naxol O Low back pain 


, paracetamol) C Disc pathoiogy, Reduction of fracture 
monca 7 Tetanus 


Presentation: 


Tablets — Box of 10 strips of 10 Tablets each 
Injection — Box of 25 ampoules of 10 ml each 


Detailed information available on request. 


Manufactured in India by Under Agreement with 
(Ф KHANDELWAL LABORATORIES LTD. А.Н. Robins Company 
79/87, D. Lad Path, Bombay-400 033 Richmond, U.S.A. 
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icd СОТЫ a 
E MAURUS] 


In case you have any 
query related to the 
treatment of Diabetes 
and its complications or 
would like clarification 
on any other aspect of 


Diabetes, please write to us 
at the following address: 





DIABETES INFORMATION CENTRE 


FRANCO-INDIAN 
| PHARMACEUTICALS LTD. 
9| 20, Dr. E. Moses Road, Bombay 400 011 


“GLYCIPHAGE is METFORMIN | 
METFORMIN is GLYCIPHAGE " 
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Open Any Mouth 
9 out of 10 suffer from 


* Gum е Mouth * Teeth complaints € Foul breath 
An ethical Ayurvedic research product from ALARSIN 






52 


ALARSIN 
easily crushable tablets 
In ail 








as 9 Gum, Oral massage • Pack e Rinse & Gargle 
Properties: • Astringent е Antiseptic • Anti-inflammatory • Anodyne 
è Styptic е Deodorant è Aromatic € Cooling € Healing | 
(Controlled & Double blind trials, Biopsies, PLI, Gl, АМОС & statistically) 
Onset of relief in 2-3 applications e Marked improvement in 2-3 days 


€ Stops gum bleeding, reduces inflammation, restores the firm texture of the gums & the 
normal orange peel appearance of the gingiva. 

* Helps healing processes by Keratinization & Granulation 

е It's beneficial action helps avoid gingivectomy in stage | & Il Periodontitis within 3-4 
weeks treatment e Reduces plaque formation. e Gives cooling effect & freshness. 


Thus G32 improves Overall Oral Hygiene 





INDICATIONS 
Gums: Gingivitis, Bleeding, Swollen, Non-Malignant Common Oral Mucosal 
Spongy, Painful gums. Lesions: Leukoplakia etc. 
Teeth: Painful, Shaky, Aching, Oral Trauma: due to dentures,dental 
Hypersensitive, External stains appliances, injury | 


2. d Before & After: Tooth Extraction, Scaling, 
Mouth & Throat: Stomatitis, Glossitis, Curetting,Gingivectomy,Excision etc. 


Pharyngitis, Топой For Quick Results as an adjuvant along 
Halitosis: (Foul Breath) Ptyalism. with local application of Metronidazole etc. 


HOW TO USE G32 


е Crush 1-3 tablets to powder. Apply it over gums, teeth and inside the whole mouth. 
Gently massage the affected parts with finger. 


€ Hold & swirl it with cheek movements for 5 minutes. Then Rinse & Gargle with fresh 
water, Repeat 2-3 times a day as necessary. 


€ After tooth extraction & Gingivectomy: G32 powder as Pack to stop bleeding. 


For better results: Last application at bed time and to remain overnight. Rinse & gargle 
in the morning. 


Note: In those Oral Conditions where Gum massage is not advised. apply Gaz and leave in 
place for few minutes, then rinse & gargle. 


G32 is Safe. No adverse local or systemic effects 
Available all over India at Chemists in PACKS of 50 & 100 tablets. 
ALARSIN Marketing Pvt. Ltd. A/32, Road No. 3, M.I.D.C., Andheri (Е), Bombay 400 093. 
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FURADANTIN 


Kills most uropathogens at the least cost 











Nalidixic Acid 
Cotrimoxazole 





Sulphonamides 
Cephradine 


t Evans, С.М. et al (1980): A controlled trial of 
different treatment regimens in patients with 
Urinary Tract Infections after Lower Urinary Tract 
Surgery; Curr. Med. Res. and Opin. 6,386-399 
(Adpated). 






Summary of Prescribing Information 


Formule: 'Furadanin' 50 mg/100 mg - each tablet contains 
Nitrofurantion 50 mg ос 100 mg. Turadantin' with liquorice - - each 
tabiet contians Nitrofurantion 100 mg and degtycyrrhizinised 
liquorice 250 ms. Indications: : Genito-Urinary tract infections. 
Dosage (adults): 50-100 mg. Nitrofurantion q.i.d. Side effects: 
Nausea and vomiting are rare end can be reduced with concurrent 
administration of food or milk. Allergy has been reported 
occasionally. Centreindications: Do not use in patients with 
impaired renal function and in infants under one month. 















РВ. No. 2, Bangoiore - 560 049. 
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Limited 
Licensed изет ot Regd Trade Mark? 


ZENTEL.. 


Оке day - Оке dose Anthelmintic 


e Offers BROADEST spectrum of action: 
effective against nematodes and 






































cestodes. 
e Provides SIMPLE, SINGLE DOSE: no 
б complicated dosage titration; no Presentation: іп а Single Dose pack of one tablet (400mg) and 10mi 
S. need to dose for several days. suspension with a pleasant tasting orange favour 
mebendazole or pyrantel Formula: Each ‘Zente tablet contains 400mg of albendazole. 
preparations. араан ачырат чартеру i Иб. 


of choice. Dosage and Administration: Adults and 





e The only anthelmintic that kills: 
ОУА, LARVAE AND ADULT WORMS 


chidren (Over two years) : One (400mg) ‘Zantel tablet or 10mi 
ind d ‘Zente!’ suspension as a single dose. 
Contraidndications: duet езеді қа һө аон 
pregnancy. For women of child bearing age (15-40 years) Zente 
should be administered within 7 days after the start of 
К: кебеді Adverse Reections: Gastrointestinal discomfort, 






E at adobe dida confirmed strongyloides, Taenia or 
H.nana infestation. 'Zentel ғын erus RON ahad ea prete tor 
three consecutive days. 
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SYNTHOCHEM 


MUU 





‘oe 


МТТ 


100%, SAFE 
100%, EFFECTIVE ABORTIFACIENT 






Widely accepted safe and sure method 
of M. T. P. 


| 

| Dilates cervix automatically, expels 

| product of conception without compli- 
| cations within 6-24 hours 
| 
Т 
| 


PRESENTATION AND PRICE 
1 Packet of 10 N. T. T. Rs. 40-00 
12 Packets of N. T. T. Rs. 450-00 


| 
| 
| Taxes and other charges extra. 


LI 
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| 


| 





| CEA TANGLE TENT AK 


| 


| 
| 
| 
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{ 
| 
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| 


! 





| 
| < 
ll PAINLESS CERVICAL DILATOR 





© Sterilisable like imported Laminaria 
Tents. 4 

© Complete cervical dilatation within 
6 hours. 


O Causes no scratches on cervical 
tissues. =” 


1 Packet of 10 C. T. T. Rs. 50-00 
12 Packets of C. T. T. Rs. 550-00 


| 

| PRESENTATION AND PRICE 
Taxes and other charges extra. 
| 
| 


Clinical Tria! Reports are available on 
request . 


SUPPLY OF NT.T. & CT T. 
For your requirement ask your chemist 
or order directly. Even small trial 
orders supplied per V.P.P. 


| KXSynthochem 
LLL ІШІ ІІ 
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7-B, Shahjahanpur Road, 
BAREILLY-243005 
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DOCTORS 


Why not do the Blood Glucose 
Test yourselves 

INSTANTLY * ACCURATELY * EASILY 
BY USING ELECTRONIC 


EMCO GLUCOTEST METER 


(Collaborator: Medistron Ltd., U.K.) 








Simple; light (190 gms); 
consistent accurate instant 
results. Works with both 
Dextrostix or BM20-800 
locally available test strips 
and Indian battery. 2 years 
warranty. 


А must for all Doctors, 
Suregeons, and Hospitals 


For particulars, please 
contact manufacturers 


Emco Hi-Tech 
Devices Pvt. Ltd. 


106. Industrial Area, Sion, 
Bombay 400 022. 
Phone: 409 2929/407 6371. 


FRACTURES AND 
DISLOCATIONS 


S.K. Bose Price: Rs. 40.00 


SYSTEM OF OPERATIVE 
SURGERY VOL. П. 


Sankar Р. Sengupta Price: Rs. 100.00 


UNDERGRADUATE SURGERY 
A.K. Nan Price : Rs. 125.00 


ESSENTIALS OF 
ANAESTHESIOLOGY 


Arun Kumar Paul Price : Rs. 25.00 


FORENSIC MEDICINE AND 
TOXICOLOGY VOL. II 


J.B. Mukherjee Price : Rs. 100.00 


British Medical Association 
Publications are available with us 


ACADEMIC PUBLISHERS 


12 1A. Bankim Chatterjee Street. Calcutta-700073. 











Pathogenesis and treatment of anaerobic Infec- 
tions | 


Anaerobic bacteria constitute a prominent 
part of the abundant microbial flora of the 
human body. The oropharynx, skin, colon, 
and vagina harbor up to 10!! anaerobes per 
cubic centimeter. Anaerobes are common 
causes of infection, often occurring in combi- 
nation with aerobes, as a result of contamina- 
tion with flora from the upper respiratory 
areas, lower gastrointestinal tract, genital 
tract, or sometimes, the skin. The clinical set- 
tings includes odontogenic infections and other 
soft-tissue infections of the head and neck, 
chronic sinusitis and otitis or brain abscess aris- 
ing from these entities, aspiration pneumonia 
and lung abscess, intra abdominal absesses, 
and pelvic inflammatory disease and abscess. 
Exogenous contamination with anaerobes can 
complicate the healing of bite wounds and 
other types of wound. Anarobes rarely cause 
monomicrobic lobar pneumonia, meningitis, 
cystitis, or septic arthritis. There are, however, 
classic monomicrobial infections with 
anaerobes, such as tetanus and gas gangrene, 
for which recent developments have improved 
the understanding of pathogenesis, as well as 
other newly discovered monicrobial infections, 
such as pseudomembranous colitis due to Clos- 
tridium difficite and actinomycosis associated 
with the use of intrauterine device. 


The production of exotoxin has long been 
recognized as a major mediator of disease 
caused by C.Botulinum, C.perfringenus, 
andC.tetani. At least two new toxins have been 
associated with C.difficile. Lipopolysaccharide 
endotoxin is formed by gram-negative 
anaerobes such as fusobacterium and gram- 
negative species. Lipopolysaccharides formed 
by bacteroides do not have the characteristic 
lipid A of conventional endotoxin and appear 
to be less potent. This may explain the rarity 
of the “gram-negative sepsis” syndrome in bac- 
teroides infection. 
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Anaerob »rganisms synthesize enzymes 
that may conrri»ute to tissue damage or protect 
the pathogen from host defenses. Many 
pathogenic anaerobes produce superoxide dis- 
mutase, which may defend against oxygen rad- 
icals. The production of colleagnase contri- 
butes to the relative pathogenicity of strains 
of B.gingivads | 


Constituserts of the cell envelope and the 
cell surface raa» also be important to anaerobic 
pathogenesis. 3acteroides and fusobacterium 
adhere to host zells as the first step in invasion. 
The formatmn of the polysaccharide capsule 
may be a virwence factor in bacteroides and 
gram-positive anaerobes. This capsular mate- 
rial is immumegenic in animals and humans. 


The normal flora of the lower gastrointes- 
tinal tract s important in maintaining the 
ecologic balance and preventing colonization 
by pathogers end exogenous microorganisms. 
This protective influence known as “coloniza- 
tion resistamce”, сап be compromised by an- 
tibiotic treatment, even in otherwise healthy 
persons. ў | 


А suppzessive role of volatile fatty acids 
produced b» znaerobic commensals has been 
proposed a- the mechanism for colonization 
resistance; ao-mal anaerobic flora may affect 
the invasiveness of pathogens. Anaerobic 
pathogens сап activate complement and in- 
duce the accivation of B cells and the produc- 
tion of artibody. There is evidence that 
humoral immunity protects against bac- 
teremia, whereas T-cell mediated immunity is 
important ia tae formation of abscesses caused 
by B fragilis Phagocytes also act against 
anaerobes, since these organisms induce neut- 
rophil chemotaxis, phagocytosis, апа 
chemilumirescence. Obligate anaerobic bac- 
teria сап mhibit phagocytic activity against 
facultative эгзапіѕтѕ, an effect that has been 
related to mpaired opsonization. Anaerobic 
organisms 2licit many of the normal compo- 
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nents of the immune response, but strains as- 
sociated with infection often appear to be re- 
latively hard to kill and this resistance may 
partially explain the more frequent involve- 
ment of these strains in clinical disease. 
Further more anaerobic bacteria may protect 
facultative organisms by suppressing phagocy- 
tic activity blocking opsonic pathways, or both, 
thereby enhancing the virulence of mixed in- 
fections. 


Anaerobes may interfere with antibiotic ac- 
tivity against other components of mixed infec- 
tion. B.fragilis produces beta-lactamases and 
these enzymes protect not only bacteroides but 
also the other components of mixed infections 
from antibiotic activity. There is substantial 
evidence of synergy between facultative or- 
ganisms and anaerobic organisms in mixed in- 
fections. These bacteria in combination induce 
the formation of abscesses more readily than 
mixtures of facultative bacteria alone or 
anaerobic bacteria alone. Mixtures that in- 
clude bacteroides enhance the growth of cer- 
tain facultative organisms in mixed infections. 
Similarly treatment directed against B fragilis 
reduces the growth of E coli in a mixed culture 
of the two organisms. 


Each component of a mixed infection with 
aerobes and anaerobes may help perpetuate 
the combination. Each organism may also be 
responsible for a specific phase of the infecti- 
ous process: In addition to their direct 
pathogenic role, anaerobic bacteria act syner- 
gistically by modifying the course of the infec- 
tion and by altering the prevalence of the other 
infecting organisms are particularly difficult. 


Anaerobes are well recugnized in intraab- 
dominal wound, and softtissue infectioris and 
infections of the head and neck. Complications 
such as suppurative phlebitis of the jugular vein 
have been discovered in the antibiotic era. In 
addition, several clinical syndromes mediated 
by anaerobic bacteria have recently been rec- 
ognized or substantially redefined. 
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Pseudomembranous colitis and diarrhea 
are complications of antimicrobial! therapy; 
many cases of these disorders have been found 
to be attributable to toxin-producing strains of 
C.difficile. Although clindamycin continues to 
be linked to diarrhoea and pseudomenbranous 
colitis, the beta-lactam antibiotics have over 
taken it as the predominant causative factor. 
The syndrome occurs with nearly all antibiotics 
(except vancomycin and parenteral aminog- 
lycosides) and a small number of cases have 
been liked to antineoplastic agents. 


Some patients have symptoms suggestive 
of an acute abdomen with little or no diar- 
rhoea. Nosocomial transmission has been 
documented and reinfection with different st- 
rains has been reported. In severe cases or in 
those that do not respond to the cessation of 
the inciting antibiotic specific antimicrobial 
therapy against C difficile has proved useful, 
originally with oral vancomycin and more re- 
cently with metronidazole. 


The mechanism by which C.difficile pro- 
duces disease is still under investigation. An 
enterotoxin (toxin A) and a cytotoxin (To- 
xinB) have been identified. Toxin A is similar 
to the hemorrhagic toxin of C, sordellii and 
induces the secretion of sodium chloride in 
rabbit ideal mucosa, although it interacts more 
gradually with colonic tissue. Toxin B in- 
creases the ration of globular to filamentous 
acting in fibroblasts. Toxins A and B cause an 
increase in the levels of free calcium in the 
cytosol of neutrophils but do not affect the 
membrane permeability of intestinal cells. 
Another disease mediated by a clostridial toxin 
botulism, has been recognized in new clinical 
forms in recent years. 


Classic botulism is not an infection but an 
intoxication caused by ingestion of preformed 
toxin derived from the proliferation of C. 
Botulinum in improperly processed food. 
Under some circumstances this organism may 
produce toxin during growth in tissue (І.Е. 
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wound botulism. which has also recently been 
reported with cocaine-associated sinusitis) or 
in the human gastrointestinal tract. This has 
been seen most dramatically in the syndrome 
if infant botulism, in which infants present with 
hypotonia, constipation, difficulty in feeding, 
and a weak cry. Most recover spontaneously 
over a prolonged period. However, some cases 
of sudden infant death syndrome have been 
linked to infant death syndrome botulism. 
Honey was identified as a potential source of 
the organism. Exacerbation of muscle weak- 
ness by aminology cosides, perhaps reflecting 
neuromuscular blockade at the membrane 
level, has been suspected in affected infants. 


Some cases of gastrointestinal autointoxi- 
cation with C.botulinum have been described 
in adults as well. They have resembled classic 
botulism in their presentation with progressive 
paralysis, but these cases have been sporadic 
and may be confused with Guillian-Barre syn- 
drome. Relapse after treatment has been as- 
sociated with persistent of recurrent produc- 
tion of the toxin in the intestinal tract. 


C.perfringens which has been reported to 
produce 17 potential virulence factors, is a 
familiar cause of infections ranging from “be- 
nign" bacteremia to food poisoning to gas gan- 
grene. It has also been linked to some cases 
of antibiotic-associated colitis and even to 
sporadic diarrhoea. A hypothesis has been ad- 
vanced to explain the endemic disease on the 
basis of a local low protein diet combined with 
high consumption of sweet potatoes containing 
trypsin inhibitors resulting in low proteolytic 
activity in the gastrointestinal tract and a fai- 
lure to degrade the toxin. Immunization 
against the beta toxin has been shown to be 
protective and reportedlv has led to a decrease 
in the endemic disorder. Meanwhile, a report 
of this disease among refugees in Thailand 
serves to remind us that this syndrome is more 
than a historical curiosity. 


. C.perfrigens, C.septicum and C.tertium 
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have beer reported as causes of septicemia in 
patients уші cancer, characteristically of gas- 
triubtestiral or hematologic origin. The clini- 
cal picture has been nonspecific and mortality 
has often deen high. Nontraumatic clostridial 
myonecrosis (gas gangrene) caused by C.per- 
fringens, C.septicum and .C.histolyticum has 
also beer described as a complication of 
cancer. Ir some cases this has been the initial 
mode of presentation of adenocarcinoma of 
the colon. 


A disinctive clinical syndrome involving 
changes іп mental status has been attributed 
to the prcduction of large quantities of D-lactic 
acid in tbe upper intestinal tract and the ab- 
sorption of this unusual acid into the 
bloodstream. The setting of D-lactic acidosis 
is aberraat intestinal colonization of the nor- 
mal colonic flora as a result of jejunoileal by- 
pass surgery or the shortbowel syndrome. In 
a sense, this condition, antibiotic-associated 
colitis, asd autointoxication - botulism may all 
be considered overgrowth syndromes, caused 
by the proliferation of minor components of 
the normal bowel flora when the ecologic ba- 
lance is @sturbed. However, even acid produc- 
tion by fe normal complement of anaerobes 
has beer proposed as a source of toxicity in 
patients with the genetic metabolic disorder 
methyln=alenic aciduria. 


The New Eng. J. Med. Vol. 321 July 89), 
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Osteoporosis 


As we encounter the graying society, the 
number оѓ patients with osteoporosis will in- 
crease rapidly. This leads to two clinical prob- 
lems. - | 


One is an increase in fractures due to os- 
teoporcsis. For example, when fracture of the 
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neck of the femur is not treated properly, long- 
term bed rest is unavoidable, thus causing 
senile dementia to worsen rapidly. This is not 
only a problem for patients and their families, 
but also for the society. 


Another ргоМет is. low back pain. 
Roughly 20 to 50% of patients whose chief 
complaint is low back pain have osteoporosis. 
This disease is common in the elderly,espe- 
cially elderly women. It is less common among 
blacks, but is frequent among Caucasians and 
Asians. It is said that this disease is rare among 
Finlanders because they consume a large 
amount of dairy products and therefore ingest 
a large quantity of calcium. 


The disease is characterized by a decreased 
amount of bone. The long bone shaft has many 
pores in its cortex and is loose, and in spongy 
bone, the trabeculae become thinner and their 
number is also decreased. 


When the amount of bone is reduced, but 
the amount of calcium salts per unit volume 
remains unchanged, incomplete deposition of 
calcium salts (osteoid) occurs, and the bone is 

Said to be affected by osteomalacia, not os- 
teoporosis. Of course it is believed that many 
patients with. osteoporosis also have os- 
teomalacia, but originally they represent diffe- 
rent disease processes. 


In bone affected by osteoporosis, the ratio 
of hexosamine/uronic acid to hexosamine/hyd- 
roxyproline is decreased, the calcium salt crys- 
tals in the bone are enlarged. Micronadiog- 
rams show increases in white specks and em- 
boli in Haversian canals. 


22 The amount of bone is increased gradually 
- during the growth phase, reaches its maximum 
in the 20s or 30s, then gradually decreases. A 
marked decrease in the amount of bone is 
noted in women after menopause (post- 
menopausal osteoporosis). Іп males this de- 
crease is not well defined, and osteoporosis 
occurs later than in females. In addition, males 
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are affected almost only by senile osteoporosis, 
and therefore the extent of osteoporosis is re- 


Estrogen is a very beneficial hormone to 
bone. It reduces the sensitivity of bone to 
parathyroid hormone, and stimulates (Һе 
synthesis of active vitamin D in the kidney. A 
postmenopausal decrease in this hormone is 
very disadvantageous to bone, and bone is lost 
rapidly. There is a greater risk of osteoporosis 


ап lean women (conversely there is a risk of 


arthrosis deformans rather than osteoporosis 
in obese women) 


Aging is also a risk factor for osteoporosis. 
Renal function in the elderly is impaired, and 
synthesis of active vitamin D (10C, 25 
(OH);D) is poor. As aged persons seldomly 
engage in physical activity, bone is given few 
favourable mechanical stimuli. Additionally, 
when time spent outside is limited, exposure 
to ultraviolet light is also reduced. Calcium is 
apt to be insufficient in the meals which the 
elderly usually consumer and chronic defi- 
ciency of calcium is one of the risk factors for 
Osteoporosis. 


Roentgenograms, particularly roentgenog- 
rams of the spinal column, are very important 
in the diagnosis. Attention is paid to a decrease 
in the shadow density, and change in the mor- 
phology and internal trabuculae of the verteb- 
ral bodies. When shadow density of the spine 
is decreased, it becomes almost the same as 
that of soft tissues. Changes in the morphology 
of the vertebral body are cuneiform, concave 
lenticular form (vertebral body in concave len- 
ticular form lies in a row to form fish verteb- 
rae), and flattened form. The term compres- 
sion fracture is used often, but the bone is not 
necessarily crushed by acute trauma, so that 
the term, collapse is frequently more approp- 
riate to express the state of a vertebral body 
with osteoporosis. Osteoporosis is charac- 
terized by multilevel involvement. When col- 
lapse is limited to one vertebral body, tumour, 
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particularly a malignant metastasis, should be 
suspected. 


The pattern of trabeculae in the vertebral 
body with the disease is characterized by the 
disappearance of transverse trabeculae with 
longitudinal trabeculae being preserved. In 
bones other than the vertebral bodies, atten- 


tion should be paid to thinning of cortex and 


reduction in trabeculae. The degree of os- 
teoporosis is frequently assessed using Singh’s 
index, in which the pattern of the trabeculae 
in the neck of the femur is classified in relation 
to a fracture of the neck of the femur. 


Serum biochemistry reveals normal serum 
Ca and PO, levels, and normal alkaline phos- 
phatase activity unlike osteomalacia or hyper- 
parathyroidism. However, the alkaline phos- 
phatase level may be elevated after fracture. 
Clinically when a rounded back and reduction 
of height are observed, roentgenograms of the 
bone frequently reveal marked changes. 


Apart from the treatment of fractures, the 
principal objectives of therapy are (1) relief of 
pain and (2) prevention of further progression 
of disease. Analgesics and anti-inflammatory 
drugs/muscle relaxants are of practical use. 
When pain is severe, these drugs are effective 
in relieving the patient’s suffering. However, 
as they are excreted slowly by the elderly they 
may be harmful unless the dosage is adjusted 
accordingly. 


Calcitonin is a peptide hormone secreted 
by the thyroid which inhibits bone resorption. 
As the blood concentration of calcitonin is 
lower in the elderly, the use of calcitonin is a 


reasonable tfeatment..At present, swine cal- 
citonin and sel calcitonin are used widely, and 
salmon caleitonin will be introduced shortly. 
Swine calcitorin (40 units) or eel calcitonin 
(10 units) is irjected intramuscularly once or 
twice weeki- curing a 3 month course. 


Active vtamin D is a hormone secreted by 
the kidney. 1 »romotes absorption of calcium 
from the gastrointestinal tract and also ba- 
lances bone resorption with osteogenesis or- 
ganically- Thus, its long-term use causes an 
increase in ae amount of bone. Currently per- 
vaded 10C OH D. preparation is absorbed 
and hydrox-lated to the active vitamin in the 
liver. А dose-of 0.5-1.0 ug per day is adminis- 
tered. It should be noted that its overdose will 
produce hype-calcemia. Calcium intake grea- 
ter than the recessary daily requirement of 
calcium is pre-erable, i.e. 1,000-1,200 mg/day. 
Instructions аге given to eat foods high in cal- 
cium and teus supplemental calcium prepara- 
tions to тегі this goal. For example, 6.0 g of 
calcium lacate are administered in 3 divided 
doses daily (1.0 g of calcium lactate contains 
110 mg of ealcium); This treatment is started 
within several years of menopause, Given the 
increased msk of cancer, periodic examinations 
are required. The dosage is usually 2 to 3 mg/ 
day of estriol. When severe pain accompanied 
by muscula- ѕэаѕт has ceased, instructions аге 
given to engage in exercise. ‘At this time, it is 
also desirable to warm the patient to be careful 
on snowy roads, slippery floors and wet grass 
so as not te falldown and fracture a bone. 


Asian Med. J. 31(7). 1988 
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CYPON DEA Drops & Capsules 


A unique Range of Appetite Stimulants 
For Weight Gain 


LOBAK 


A combination of Chlormezanone, Ibuprofen & Paracetamol 
A muscle relaxant for Low Backaches and Muscular Catches 


VERTIGON Сіппегагіпе 25 mg. 


For Treatment of Vertigo апа Giddiness due to 
any origin at a highly affordable price. 


FRUMIL 


The Potassium Sparing Diuretic, Conserves 
Potassium & Magnesium, Once Daily Dose. Economical 


PROMPICIN 


The Augmented Ampicillin for Rapid Action, 
Prompt Results & Reduced Cost. 


BENCID 


Probenecid Tablets for Treatment of Gout and 
as adjunct to Penicillins 
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the endocrines, emotions. - 
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thrice daily. 
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, Charak 
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Р.О. Box. 6551, B-9 Tagore Garden, New. Delhi - 110 027 
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superior clinical activity. 
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For Controlling night emission, 
Spermatorrhoea, Prostatorrhoea, 
excessive libido. premature 
ejaculation 


Svergen 

Spermatogenic tonic for male 
sterility. Nervous debility, seminal 
complaints. 


Potenza 


For sexual neurasthenia, Impotence 
and debility in young men. 


Royal Ғірһа 

For sexual weakness, impotence, 
psychic sex disturbances in middle 
aged men. 


Virogen-G 
For chronic impotence, sexual 
 neurasthenia. psychic impotence in 


Power Pills 
For temporary increase of retention 
and sex vigour. | 


Tila Sultani 


External rubefacient for eradicating 
impaired blood circulation 
necessary for strong erection. 


Detaled Literature on request, 
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Cardiac Asthma 

Cardiac asthma is hemodynamic in origin, 
a consequence of pulmonary (and bronchial) 
venous hypertension. Current therapy focus- 
ses on relieving pulmonary venous hyperten- 
sion by treating the underlying heart disease. 
The dependence of bronchial venous hyper- 
tension in pulmonary hypertension stems from 
the anatomical disposition of the bronchial 
venous drainage: in normal persons, a large 
fraction of the venous drainage from the distal 
airways empties into the pulmonary veins, 
whereas the more proximal bronchial veins 
empty into systemic veins. However, should 
pulmonary venous hypertension develop, one 
would expect bronchial venous pressures to be 
increased, and a large fraction of bronchial 
venous blood to be redirected into the systemic 
veins. When both the systemic and pulmonary 
venous pressures are high as in biventricular 
heart failure the egress of bronchial venous 
blood is compromised further, adding to the 
bronchial venous pressures and thereby inten- 
sifying bronchial congestion and edema. In 
such a setting of structurally thickened bronc- 
hial walls and narrowed lumens, wheezing 
could be triggered by a wide variety of 
nonspecific stimuli that evoke bronchocon- 
striction. In practical terms, cardiac asthma 
can be regarded as a concomitant of 
hemodynamic pulmonary edema and treated 
in the same way. 


To reach the submucosa, medications 
aerosolised to induce of relieve bron- 
choconstriction must penetrate the epithelial 
layer of cells and glands (and the secretions 
that overlie them) in order to reach the bronc- 
hial smooth muscle. En route, in the in- 
terstitium underlying the mucosal barrier, they 
encounter the bronchial microcirculation and 
lymphatic ducts; in so doing, they are afforded 
the opportunity of modifying the tone and per- 
meability of the vessels with which they come 


in contact and of entering the systemic circula- . 


tion through their walls. 


The efec of aerosolised bronchomotor 
agents оп бе bronchial circulation may differ 
according t tae arrangement of the bronchial 
microcircuhtion at different levels of the air- 
ways. Immedately beneath the mucosa is а 
bronchial wenous plexus that runs the length 
of the airwzys fed by the penetrating branches 
of a few brenchial arteries in the peribronchial 
connective -is*ue. In the large airways, the sub- 
mucosal рі-хе8 communicates, through anas- 
tomotic vessels that traverse the bronchial 
muscular І-ует, with a corresponding venous 
plexus in tae peribronchial connective tissue. 
Toward the periphery of the lungs, as the bron- 
chi grow sma ler, the submucosal and perib- 
ronchial venoas plexuses draw closer, merging 
in the terminzl bronchioles as the intervening 
muscle attenuates. This extensive microcir- 
culatory network in the bronchial walls func- 
tions as a Suing mechanism that is involved 
in air-condticning in the airways. Neither the 
tone nor permeability of the various segments 
of the bronehal circulation is apt to be affected 
uniformly Ву pharmacologic agents. For exam- 
ple, aside fram evoking bronchocontriction, 
exogenous histamine evokes bronchial vasodi- 
lation whiE causing bronchial venules to de- 
velop largedezks of water and macromolecules 
into the irrerstitium. Such bronchial venular 
leakage is 1naccompanied by evidence of in- 
creased pe-meability elsewhere іп the bronc- 
hial and palmonary circulations. Bradykinin 
and endotcxia have the same effects. 


(The Newrgland J. of Med. Vol. 320 No. 20) 
ж ж ж 
Abdominal tuberculosis 


The ircicence of enteric and laryngeal 
tuberculoss has long been recognised to in- 
crease as atients' pulmonary tuberculosis ad- 
vanced frem minimal to moderate to ad- 
vanced. Pzients whose sputa teem with bacilli 
are prone © infection of the larynx and bowel. 
In India the majority of patients with Tuber- 
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.,culosis enteritis are reported to have normal 
.chest Inentgenogramr- 


The diagnosis of cd ed Should be 
considered i inevery patient ill with abdominal 
pain, ascites, intestinal obstruction, internal 
fistula, malabsorption, or perirectal fistula. Pa- 
tients with these complaints must have a chest 
film and two-step tubereulin skin test. when 
first seen. These tests are pivotal. 


The two-step tuberculin test is done when 
the first skin test is negative or inderterminate 
(5-9 mm of induration). In the second step, 
the same intermediate strength antigen (5 
‘tuberculin units) is applied one week later. 
Anduration of 10 mm or more constitutes a 
positive reaction. The two step test is necessary 
because tuberculin Teactivity wanes with age 
and degree of health. When the two-step 
technique is used in nursing home patients, 
upto 15% of those whose first skin test is nega- 
tive will have a positive skin test when retested 
one week later. This booster phenomenon re- 
flects remote primary infection or impaired cell 
mediated i immune response. When the patient 
is ‘debilitated, has fever, and has evidence of 
new or old granulomatous disease on the chest 
roentgenogram, abdominal tuberculosis must 
be considered even if the second Skin test is 

negative, 


Direct Bésistórokous seeding of the 
peritoneum from primary pulmonary tuber- 
culosis causes the abdominal lymph node infec- 
tion that later reactivates to involve the 
peritoneum. This typically occurs vears after 
the primary infection, so  tuberculous 
peritonitis usually is not accompanied by 
pleuropulmonary disease. Less commonly, 
tuberculous  peritonitis is seen in younger pa- 
tients as a complication of progressive primary 
infection. In these patients, peritonitis closely 
follows hematogenous dissemination; there- 
fore, this peritonitis is sometimes accompanied 
byr residua of the primary lung infection. These 
remnants ж” establish the abet че 
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include а -infiltrate, hilar 


pulmonary, 
adenopathy or pleural effusion. Cryptic 
pericarditis also is found in such patients. 


Tuberculous peritoneal fluid is a lymphocy- 
tic exudate but when tuberculosis complicates 
cirrhosis with ascites, the resulting fluid may 
have a low specific gravity and protein content. 
Lymphocyte counts are between 200 and 2000 
cells/mm. Tuberculous ascites can loculate as 
bowel, omentum, and mesentery adhere, 
sometimes forming a palpable mass. Bowel 
obstruction may result. Pericentesis and per- 
cutaneous peritoneal biopsy therefore are best 
done with ultrasound guidance. Laparoscopy 
or laparotomy are safer than percutaneous 
Cope needle biopsy. Caseating granulomas 
usually are demonstrated in histologic sections 
‘but acid fast bacilli commonly are absent even 
in material obtained at laparotomy. Smears 
and cultures of peritoneal fluid for acid-fast 
bacilli usually are negative. Antituberculous 
treatment therefore must be based on the 
epidemiologic circtimstances, clinical findings, 
and the presence of granulomas. Bloody 
peritoneal fluid 15 very much against the diag- 
nosis of tuberculous peritonitis. Neither com- 
puted tomography nor magnetic resonance im- 
aging can reliably distinguish gastrointestinal 
tuberculosis from cancer. 


` Patients’ initial complaints are abdominal 
pain, weight loss, vomiting diarrhea, and 
fever. In some other series, constipation has 
been as common as diarrhea. Tuberculosis 
tends to localise in the ileocecal area and as- 
cending colon, so pain and tenderness are most 
common in the right lower quadrant of the 
abdomen. A mass may be palpable there. 
Bowel distal to the ileocecal area is involved 
in about one third of the cases. Tuberculous 
enteritis causes bowel obstruction and malab- 
sorption with equal frequency. 


Tuberculous enteritis must be considered 


when diagnoses of Crohn's disease. appen- 


dicitis, abdominal carcinomatosis, lymphoma, 
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ischemic colitis, ulcerative colitis, ас- 
tinomycosis, and fungal or amoebic infection 
are being considered. Пеосеса! tuberculosis is 
difficult to distinguish from Crohn's disease 
clinically or radiographically. 


A tuberculin skin test should be done in 
all patients with Crohn's disease and a trial of 
antituberculosis drugs given n Ue fail to re- 
spond to treatment. 


Tuberculosis and Crohn’s disease both can 
produce a string sign (persistent narrowing) in 
the barium contrast column in the small bowel. 
Tuberculous strictures:tend to be less than 
three centimeters in length. Longer strictures 
suggest Crohn's disease. In tuberculosis, the 
ileum proximal to the stricture is more likely 
to be dilated уу һа small bowel silhouette that 


is irregular. Crohn's disease seldom causes 


ileal dilation and the mesenteric border of the 
small bowel proximal to the stricture tends to 
be smooth. Perforation is uncommon in tuber- 
culosis and rare in Crohn's disease. Calcifica- 
tions in the liver or abdominal lymph nodes, 
pleuritis, pericarditis, and coexistent pulmo- 
nary “disease each may serve to distinguish 
tuberculous ileocolitis from Crohn's disease or 
ulcerative colitis. 


© Colonic tuberculosis is segmental, almost 
never diffuse. Пеосеса! tuberculosis tends to 
produce a foreshortening of the ascending 
colon not seen with cancer. Tuberculosis, lym- 
phoma, and colon cancer all may show a 
tumor-like blush with angiography. À tubercu- 
lin positive patient with rectal fistula in any 
position other than the posterior mid-line may 
well have tuberculosis. Tuberculin positive pa- 
tients with chronic, obscure abdominal pain 
may һауе tuberculous mesenteric lym- 
phadenitis and be cured by a therapeutic trial 
of antituberculous chemotherapy. 


Stains and cultures for tubercle bacilli 
should be done on liver biopsy specimens 
taken from AIDS patients -with fever, 
hepatomegaly, and abnormal liver function 
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tests even when the histologic sections fail to 
show granulomas. Tubercle bacilli also may 
reach the lave- through the portal vein or ab- · 
normal lyrpkatics. This can result in a hard 
nodular liver that mimics cancer, or obstruc- 
tive jaundice from enlarged lymph nodes in 
the porta hepatis. Because drug resistant 
tuberculosis is соттон in populations prone 
to abdomiral tuberculosis, more than two an- 
tituberculous drugs are used. The use of 
isoniazid, mfampin, and pyrazinamide for two 
months folioved by isoniazid and rifampin for 
a total of s« months followed by isoniazid and 
rifampin fcr the total of one year is effective. 
Many would add daily ethambutol or strep- 
tomycin tosths regimen in the first two months 


when dealing with patients who-might fall to 


complete testment. It is not uncommon, for 
internal fsitlae. or even subacute bowel 
obstruction t resolve with. drug treatment 
without surgery: therefore early on it is often 
wise to confine laparotomy to. diagnostic 
biopsy. Bewsl obstruction and constrictive 
pericarditi- аге reduced if prednisone is given, 
30 mg each day for three months, and then 
tapered. 1 


(New “ork State J of Med. May 1989.) 
* * * ! | 
Mis: Misue of intravenous verapamil іп 'com- 
broad-complex tachycardia 


Patients presenting to the emergency unit 
of a large sospital with symptomatic sustained 
tachycardia ( asting > 30s) are common. If the 
ECG reveals:ORS complexes of normal width 
(< 0.10s). өне can diagnose SVT with confi- 
dence. Hewever, if the ORS duration is > 
0.125 (3 smal divisions at a paper speed of 25 
mm/s), the tachycardia may be either ventricu- 
lar or supraventricular in origin. SVT compli- 
cated by a»normal ventricular conduction due 
to bundle-»ranch block is much less common 
than VT aad yet is often the presumptive diag- 
nosis. Whatever the reasons, the consequences 
i aps эп such а false assumption ¢ can be 
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extremely serious. 


A confident diagnosis of VT can usually 
be made on the basis of a combination of clin- 
ical and ECG-criteria. The clinical signs are 
often ignored, but may be decisive when ECG 
is difficult to interpret. 


The physical signs of VT consist of wide 
splitting of the first heart sound (owing to ven- 
tricular asynchrony), cannon ‘a’ waves in the 
jugular venous pulse and beat-to-beat varia- 
tion in the intensity of the first heart sound 
(owing to AV dissociation). More recently 
Tchou et al. showed that affirmative answers 
to two questions correctly identified broad- 
complex tachycardia as ventricular in 28 of 29 
patients. The questions were: (i) ‘Had the pa- 
tient experienced a previous myocardial infarc- 
tion?’ and (ii) ‘Did symptoms of tachyarrhyth- 
mia start only after the infarction?’ The sen- 
sitivity and specificity of these two questions 
depend on the fact what most cases of sus- 
tained VT arise as a result of re-entry within 
or around an area of scar from healed myocar- 
dial infarction. While many patients with an 
attack of sustained VT are hypotensive with 
poor peripheral perfusion, this is by no means 
always the case. The tachycardia may be well 
tolerated so haemodynamic stability should not 
be used as an excuse for diagnosing SVT. 


The ECG criteria that help to differentiate 
VT from SVT with aberration have been 
clarified by Wellens et al. These include: (i) 
QRS duration > 0.14 s; (ii) abnormal QRS 
axis (particularly left); (iii) patterns in the chest 
leads atypical for ‘classic’ bundle-branch block 
(particularly an S wave > the R wave in V6); 
(iv) AV dissociation. 


It follows that the diagnosis of SVT with 
aberration can only be entertained when none 
of these features is present and the chest leads 
show a pattern which is classic for either right 
or left bundle-branch block. Careful applica- 
tion of these criteria will allow differentiation 


of the two tachycardies in most instances. 
Clearly a 12-lead ECG is required and should 
always be done if the patient’s condition per- 
mits. Nevertheless, there will often be some 
doubt in an emergency, particularly if AV dis- 
sociation cannot be detected. Consequently, 
a broad-complex tachycardia should always be 
considered and particularly in a patient with 
an otherwise normal heart, the diagnosis of 
Woiff-Parkinson-White syndrome with atrial 
fibriallation should be considered. The broad 
bizarre QRS complex in this instance results 
from conduction ventricles. The ventricular 
rate may be extremely rapid and ventricular 
fibrillation may result. Verapamil is also po- 
tentially lethal in this condition, since it may 
precipitate ventricular fibrillation. It follows 
from the above that one cannot give treatment 
to a patient with a broad-complex tachyardia 
that is specific for SVT unless the diagnosis 
has been verified by some other means, such 
as an electrophysiological study. This is rarely 
possible and the patients should be treated for 
VT. The safest and most effective method of 
terminating such a tachycardia is by syn- 
chronised DC electrical cardioversion, particu- 
larly if the patient is hypotensive. This has the 
great advantage of being equally as effective 
in terminating SVT as VT. If the equipement 
is not available for this procedure, then in- 
travenous lignocaine should be given. This will 
usually terminate VT. It will usually be ineffec- 
tive in SVT but is less likely than verapamil to 
cause cardiovascular collapse. 


After successful termination of an episode 
of sustained broad-complex tachycardia, a 12 
lead ECG should be repeated, and the patient 
re-examined for signs of underlying heart dis- 
ease. This will assist in the diagnosis of the 
tachycardia, e.g. by revealing the presence of 
old myocardial infarction, which is necessary 
for planning further investigation and treat- 
ment. Since paroxysmal sustained VT is a po- 
tentially lethal arrhythmia, particularly in 
those who have had previous myocardial infec- 
tion, the patient should be referred to a centre 
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with facilities for invasive electrophysiological 
testing. The diagnosis can then be confirmed 
and the efficacy of drug treatment can be de- 
monstrated. Empirical use of anti-arrhythmic 
drugs in such patients is often ineffective and 
may be dangerous because of pro-arrhythmic 
effects. 


(SAMJ Oct'89) 
ж + ж 
Food Intolerance 


Food intolerance falls into two main 
groups: food idiosyncrasy, where there is a 
biochemical (usually enzymatic) abnormality 
resulting in defective handling of the food, and 
food allergic disease, where there is an im- 
munological reaction to it. The effects of both 
may be local or distant and systemic, and. may 
coexist. | 


Both food idiosyncrasy and allergy may be 
primary (genetic) or secondary, or both. For 
instance, lactose intolerance (caused by in- 
adequate lactase in the gut mucosa) may be a 
primary genetic defect or acquired following 
gastro intestinal tract infection (and then sec- 
ondary food allergy may coexist, eg in persis- 
tent post-gastro-enteritis diarrhoea). In food 
idiosyncrasy, one can predict the foods which 
will cause the trouble on biochemical grounds; 
an excess of phenylalanine containing proteins 
will cause the well defined symptoms in pa- 
tients with phenylketonuria, but in food aller- 
gic dosage, any food in any combination can 
cause a wide range of symptoms in many or- 
gans. Both diseases are common, distressing, 
dangerous, and treatable. Food idiosyncrasy 
includes such diseases as diabetes mellitus and 
the numerous genetic inborn errors of 
metabolism. Management depends on com- 
plex diets. Specialist will also be needed to 
perform genetic counselling and antenatal 
diagnosis but the GP has a role in the manage- 
ment of symptoms and is indispensable in com- 
municating with the family. 


Vol. 87 No. 10 


Food зеру can cause at least 20 of the 
commones symptoms (eg headache, diar- 
гһоеа, eczema). Considering that each of these 
сап be сазвес by at least 50 foods in any com- 
bination, znc if we regard each combination 
as a differen: disease, we should expect the 
number c possible food allergic diseases to 
be 150 x 20. Management is almost entirely 
clinical. It fais into two types, the quick and 
easy, and tbe slow and difficult. That the 
former һеэрепв is obvious when a patient vom- 
its or gets diarrhoea or rash after eating a par- 
ticular foad. That allergy to a food occurs was 
shown by Prausnitz 70 years ago, when he de- 
monstrat that a fish allergic patient's serum 
had antibedy to the fish extract. We now know 
that this eatibody is IgE. but patients who react 
in this wey tatopics) may have antibodies in 
all systems, and T-lymphocyte sensitisation. 
Coeliac disease a slow onset disease which is 
very unusua’ in being associated with intoler- 
ance to г particular protein (wheat gluten) is 
a T-lymptocyte mediated allergy. The allergy 
trials for eczema, migraine and hyperactivity 
behaviour disorder support the view that they 
are food allergic diseases. 


Provecation of migraine by tyramine con- 
taining feods, cheese and chocolate and 
hyperactwity behaviour disorder by azo-dyes, 
salicylates aad benzoates in a few patients may 
well have worked this way. 


Some symptoms provoked by foods anc thought 
to һе food allergic disease are: 


Systemic araphylaxis, sudden death 
Gastrointestinal: Vomiting, diarrhoea, ab- 
dominal pam, etc; 

Systemie. secondary to GI disease: hypoc- 
hromic anaemia, hypooncotic oedema, failure 
to thrive. 


Respiratory: 
Rhinitis, asthma 


Skin: eczema, urticaria, angioedema 
CNS: migraine, hyperactivity behaviour disor- 
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der, fits ac | 
Others: anuresis, vaginal discharge, arthritis 


Quick food allergy is often recognised and 
treated by the parents after the second attack. 
The most difficult and demanding aspect. of 
food intolerance is slow food allergy. There is 
a lack of substantiated tests to establish that 
the symptoms are due to food allergy, and to 
identify the foods to which the child reacts. 
Do not be misled into following any existing 
ones, all of which are vecors and 

most are spurious. 


The first duty is not to pretend that the 
problem does not exist. Many patients whose 
parents know that the child is made ill by par- 
ticular foods have been told by their doctors 
that food allergy does not happen; this will 
lose their confidence, and often results in the 
«child being placed. on.a nutritionally in- 
adequate diet as a result. The family’s con- 
tinued confidence in their doctor is needed for 
‚maintaining symptomatic management, help 
for dealing with chronic disease, and care of 
other problems which arise. 


Management of children with slow food al- 
lergy must always bear two principles in mind. 
First, most get better, so the purpose of man- 
agement is to make life tolerable, and to pre- 
vent structural damage while the child grows 
` out“of it. Second, the disease must be worse 
than the treatment, so diet treatment is jus- 
tified only if the symptoms are severe and fre- 
quent. Symptomatic management (eg, emol- 
 lient and 1 per cent hydrocortisone cream on 
patches of flexural eczema or a bronchodilator 
Хог asthma) is all that most patients with food 
allergy need. | 


If symptoms are intolerably severe and fre- 


quent, despite symptomatic management, diet · 


treatment may be needed. With a lucky his- 
tory, avoidance of a single 'ood is effective in 
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slow food allergy and rarely presents prob- 
lems, unless it is accidentally re-introduced, 
when anaphylaxis or respiratory obstruction 
due to angioedema may occur. Allergy to 
cow's milk alone is particularly likely in un- 
weaned, artificially fed infants who are eating 
nothing else. The few food diet entails typically 
two meats, two sources of carbohydrate 
(potatoes and rice) two fruits (pineapple and 
pear) sunflower cooking oil, milk and colour- 
free margarine, and sometimes some sugar. 
This is maintained for three weeks, and if the 
patient is well, or much better, foods are put 
back one at a time, a full helping a day of each 
for a week, before it is decided to maintain it, 

or avoid it. If the first few food diet fails, a 
second may be needed. The risks of treatment 
include anaphylaxis, respiratory obstruction 
due to angioedema, status epilepticus, and 
malnutrition. Social disruption, and the plac- 
ing of the child on and unnecessary and 
perhaps inadequate diet by deluded parents 
are aiso important. There is no evidence that 
hyposensitisation works in food allergy. Bear 
in mind the special problems that arise because 
of excepients of drug - colours and in 
medicines, preservatives such as benzoate, to 
which the patient may be allergic; con- 
sequently, white tablets only should be used. 
Some anticonvulsant medicines can also cause 
fits. 


(The Practitioner Apr. 89 Vol. 233) 
бы EASY Pad eau lg 


Acute phase management of myocardial infarction 


Complications of myocardial infarction can 
be grouped broadly into two categories, elec- 
trical and mechanical. Electrial complications 
tend to occur early after the event and irrespec- 
tive of overall infarct size. They constitute the 
majority of early mortality. Ventricular fibril- 
lation is the commonest cause of cardiac arrest 
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but other arrhythmias, the bradycardias, com- 
plete heart block and asystole occur. If treated, 
these patients can make an otherwise-uncom- 
plicated recovery with good functional capac- 


Mechanical events tend to occur later and 


generally reflect infarct size. However, infarct 
size, mortality and mechanical complications 
can be influenced by appropriate therapy given 
early in the infarction process and aimed at 
restoring patency of occluded coronary ar- 
teries. The acute phase management of 
myocardial infarction can be divided into hos- 
pital and pre-hospital phases. Basic life sup- 
port, defined as expired air respiration (usually 
mouth to mouth) and external cardiac com- 
pression, should be taught to all. 


GPs should acquire the skills and train reg- 
ularly in basic life support as they are so often 
the first attender. Advanced life support. in- 
cludes rhythm recognition, defibrillation and 
appropriate drug therapy: Defibrillation is not 
a difficult procedure. It may be one of the 
easiest forms of life saving treatment and has 
been made simpler by the development of 
highly sophisticated defibrillators. Even with- 
out the aid of these new devices the attender 
needs only to learn to recognise five rhythms, 
ventricular fibrillation, -broad . complex 


tachycardia, complete heart block, asystole_ 


and normal sinus rhythm. Another major suc- 
cess in providing pre-hospital resuscitation is 
the training of ambulance staff paramedics in 
basic and advanced life support. 


Patients are usually received into а 
specialised area of the hospital casually where 
suitable equipement for monitoring, resuscita- 
tion, intubation and defibrillation are availa- 
ble. On arrival patients. have an intravenous 
indwelling cannula inserted and are placed on 
a cardiac monitor, a 12-lead ECG is often 
taken. Basic drug therapy can include oxygen, 
diamorphine (with appropriate anti emetic) for 
pain and intravenous diuretics (usually 
frusemide) if pulmonary oedema is present. 


The overall in patient coronary саге mortality 
is 10-15 perceat. These deaths are often from 
mechanical events (eg. cardiogenic shock, car- 
diac rupture) end reflect the size of the myocar- 
dial infarct. 

Mortality fom acute myocardial infarction 
is significantly improved by the use of throm- 
bolytic agents. Acute myocardial infarction re- 


sults from corenary occlusion by thrombus for- 


mation usually over an atherosclerotic plaque. 
Lysis of this th-ombus would reopen the vessel, 
restore blead flow to the myocardium sub- 
stended by the vessel and reverse ór limit in- 
farction. 


The success of this therapy on the infarction 
process, myocardial salvage and mortality is 
time dependent; viable myocardium with re- 
versible isetrasmia must be present. The best 
results are obtained from the earliest treat- 
ment. Initially it was considered that reversible 
changes anc, therefore, the value of throm- 
bolytic agent: would be restricted to the first 
six hours after infarction, However, the recent 
studies haxe shown benefit in patients up to 


_ 24 hours afte- infarction, although the results 


of thrombolysis at this stage are not as good 
as in the frst six hours. The principle now is 
to make thrombolytic therapy available as 
soon after tae event as possible. A number of 


agents are available including ‘streptokinase, 


tissue plasmi10gen activator and anistreplase 
(formally APSAC) there is little to choose be- 
tween them -n terms of efficacy, and overall 
vessel patency is achieved in approximately 70 
per cent с? patients. 


The cost and mode of administration are 
important censiderations- іп (һе choice of 
therapy. Furthermore, the ease of administra- 
tion has impl cations. Streptokinase and tissue 
plasminogen activator (at present) have to be 
given by :atravenous infusion over one hour 
ог more. Ansstreplase can be given by a single 
intravenous mjection. 


"Thromtotytic therapy, although effective, 
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can be very expensive and difficult to admins As the best results of myocardial salvage 
ter. accure from earliest possible treatment, the 
use of these agents by GPs and trained ambu- 
lance personnel may well become routine re- 
quirements. Proficiency in establishing vascu- 
lar access will be essential. Also, because there 
is a potential for reperfusion arrhythmias, the 
ability to provide on site resuscitation is of 
similar importance to that already discussed. 


Contraindication to thrombolysis are 


Recent stroke, trauma, surgery 

Recent haemorrhage or known peptic ulcer 
Bleeding diathesis 

Anticoagulant therapy 

Severe hypertension 

Pregnancy 

Previous streptokinase therapy 

Other serious life threatening disease (The Practitioner, Apr. 89 Vol. 233) 


* * ж ж ж * 
Thought for the Month 
Understanding Others ..... By Understanding Yourself. 


Just as each of our thumbprints are uniquely different... we are also born with our 
own set of strengths, and weaknesses. Circumstances, IQ, nationality, economics, envi- 
ronment, and parental-influence can mold personalities... but the basic temperament 
underneath remains the same. We need to examine these strengths and weaknesses 
and learn how to “accentuate the positive and eliminate the negative”. Once we begin 
to understand ourselves and stop trying to “shape-up others” we can open our own 
hearts to change. When we begin to realize that others may be different and yet not 
wrong ... then our relationships can improve. 


Unknowingly each of us is more attracted to a potential mate who has areas of 
strengths where we have weaknesses and vice versa. As we begin to examine our own 
weaknesses realistically instead of trying to change each other, we can then begin to 
work on change in ourselves. As you begin the understanding of why others react 
differently, you can start to work on relationships, family and friends in a positive way. 
It is never too late. 


(Hawaiian Journal of Medicine Vol. 42 Nov. 1989) 
ж ж * * * * 


florid subconjuctival hoemorrhages developed within an hour of completing оп in- 
fusion of 1.5 MU of streptokinase given for an acute inferior myocordial infarction diag- 
nosed by history and electrocardiographic changes, iater confirmed by a rise in cardiac 
enzyme activities. They resolved spontaneously over 10 days or so. Although bleeding 
problems are well known in association with streptokinase, this particular complication 
is not well recognised. 


(BNU VOL 298 JULY 89) 


* * * * * * 
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BRYCESON : LEPROSY (Medicine in the Tropics), 3/e 
1990, est 224 pages, 50 lines + 30 halftone illus paperback, ELBS £3.35 — 


The aim of the books is to provide a basic knowledge and explanation of leprosy for students in developing 
countries. This new edition has been extensively updated to include the most recent advance in the field, 
with illustrations throughout and the addition of colour plates. 
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Book Review 





The Essentials of Forensic Medicine and 
| Toxicology | 


Dr. K.S. Pese Reddy 
Publishers: K. Suguna Devi. 
H.No 16-11-15/2/2, 


Saleemnagar Colony No-1, 
Malakpet, 
Hyderabad 500 036. 

Year : 1989 

Price : Rs. 70/- 


Forensic Medicine is one of the pillars of 
temple of justice. It plays a sanctifying role in 
the administration of justice. Such a speciality 
should have text-books updated when they are 
brought out. This 11th edition of Dr. K.S. 
Narayan Reddy lacks in that aspect though the 
. price is subtle. 


The author is a longstanding reputed per- 
sonality in the field of Forensic Medicine. With 
such a background he should have modified 
his text-book to suit in its actual practice. Cer- 
tain chapters like firearms, rape and drunken- 
ness etc. are so elaborate in their narrative 
that the medical students may fail to grasp the 
essential and clinching points. of those chap- 
ters. It would have been more apt as an exam- 
ple if the author had limited himself without 
elaborate narration in terminal ballistics with 
comprehensive and passing references to ex- 
ternal and internal ballistics and the same trend 
should have been followed in.the other-chap- 
ters like pregnancy and abortion etc. as they 
are being taught more elaborately to the med- 
ical students in the subjects concerned. 


The author should have been more adept % 
іп classifying the poisons by discarding the old. 


habit of including carbolic and oxalic acids as 
corrosive poisons. It is wellknown that these 
two poisons predominate in their systemic ef- 
fects. The author was really rationalistic in his 
approach by classifying the food poisoning 
aptly. The author deserves appreciation for his 
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painstaking efforts to bring the latest advance- 
ments into his text-book, but even here there 
is the omission of index references at the end 
of each chapter. 


| (Dr. Amrit Patnaik) 
ж ж kc cU 
Gynecology fer the House Officer қ 


Stephen H. Guikshank 
Allan Chamberlain | | 


1” Т 


Publishers: Williams & Wilkins 


Baltimore U.S.A. 


Publications: B.I. Publications Pvt. Ltd., 
Promotion Department, 
51-63, Lakshmi Buildings, 
Ath floor, 
Sir Phirozshah Mehta Road, 
Bombay 400 001. 


Year : 1990 


This shortmanual is crisp, өртте idi infor- 
mative. It does not give elaborate controversia! 
facts which ere sometimes the "Doctor's di- 
lemma". Fof a house officer this is a ready 
references for minor gynec ailments. Under- 
sraduate students may also utilise it for the 
viva. This book could occupy the shelf of any 
practising gy3ecologist in the series of books 
on fundamertal in gynecology. 


(Dr. Jayam Kannan) 


ж көті TUNE тете, 
Obstetres Celour Aids 
D. K. Убава wore vosiotie 
M. Pillai o 


Publishers: Churchill Livingstone, 
_ London. 


Publications: B.I. Publications Pvt. Ltd., 
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Promotion Department, 
61-63, Lakshmi Buildings, 
4th floor, 

Sir Phirozshah Mehta Road, 
Bombay 400 001. 


Year : 1990 


Price : £ 6.50 

Colour Aids in Obstetrics book can be use- 
ful for demonstrations. in this era of video 
demonstration colour slids have very limited 
role to play. One should appreciate the pains 
taken to bring out the natural photographs 
seen in this picture. 


(Dr. Jayam Kannan) 


* * * * 


Manual of Surgical Therapeutics 
Robert E. Condon & Lioyd M. Nyhus 


Publishers: Little, Brown and Company, 
Boston/Toronto. 


Publications: B.I. Publications Pvt. Ltd., 
Promotion Department, 
61-63, Lakshmi Buildings, 
4th floor, 
Sir Phirozshah Mehta Road, 
Bombay 400 001. 


* * * 


Manual of surgical therapeutics deals with 
non-surgical aspect of the surgical patients. 
The major part of the book is devoted for the 
emergency and trauma management. The first 
two chapters deal with the management of sur- 
gical patients in the trauma unit and in the 
emergency room. The chapter on assessment 
and management of acutely injured patients is 
dealing under different sections like, general 
principles, facial injuries, head and cervical in- 
juries, chest injury and abdominal injury, 
urological and vascular injury and fracture. 
There is an elaborate discussion on cardiac, 
respiratory and renal failure which carries a 
very useful guideline for the management of 
the respective organ failures. There is a chap- 
ter on pre and post operative management for 
major surgery. 


Pediatric surgery, oncology and surgical 
endocrinology are discussed in a well concised 
way to help the junior doctors in the surgical 
ward. Other acute conditions like intestinal 
obstruction, pulmonary embolism and burns 
complete the full discussion on emergency sur- 
gical cases. 


This book has been translated in nine lan- 
guages and being used in various parts of the 
world. This book will be very useful for the 
junior doctors in surgical wards. 


(Dr. P. Sivalingam) 


* ж * 


If one in five adolescents have persistent psychological symptoms and other three | 
report milder problems, might Anna Freud have been right when she said that to be 
normal during adolescence is by itself abnormal. Disturbance in adolescents, often re- 
flected chronic disturbed behaviour within the family. As in so much of medicine, the 
optimum strategy should be based on prevention—identifying children at high risk before 


they reach adolescence. 
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A teenager has an ejection systolic murmur 
1) What are the abnormalities seen in the 


at the left second space. He has mild exertional 
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dyspnoea and gets tired easily. An ECG was 


taken. 
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(Dr. N. Hariharasubramanian M.D., Ph.D.) 


load on RV. With the ejection systolic murmur 


in the pulmonary area, in an age group where 
common, the likely diagnosis is pulmonary 


compensatory hypertrophy and pressure are 
stenosis. 


that the hypertrophy is the result of increased 
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Answer to the E.C.G. Quiz Oct. '90 


ular leads 


, V2. These indicate ele- 


ression. T wave inversion in II, Ш, a VF. 


ep 
qR is seen in V1 


. vated right ventricular pressure 


—These suggest right ventricular hypertrophy 
Vol. 87 No. 16 


Prominent S seen in left ventric 


. QRS Axis +110 
STd 


I. Match items in I with items in II V. Match items in I with items in II; 
A. Transfusion reactions A. Autosomal recessive 
B. Atopic asthma B. Autosomal dominant 
C. SLE C. X-linked recessive 


D. Hashimoto's thyroiditis 
, 1. Polysystic kidney 
1. Type I reaction 2. Haemophilia 
2. Type IV reaction 3. Cystic fibrosis 
3. Type II Reaction 
4. Type III Reaction 


. VL. Match items in I with items in П 
П. Rheumatoid factor is an antibody against жазына шї thse 


A. Turner's 1. 45 ХО 
A.I gA B. Klinefelter’s 2. Philadelphia 
B. I gM chromosome 
C. I gG C. Chronic myeloid 
D. I gE leukemia 3. 46 XXY 


Ш. СЕТ syndrome includes Calcinosis, VII. To maintain a steady weight by a healthy 


Raynaud's phenomenon, telangiectasis man, the average daily caloric require 
and; ment is, approximately, 

A. Sclerodactyly A. 60 Cals/kg 

B. Syndactyly B. 45 Cals/kg 

C. Synovitis C. 10 Cals/kg 

D. Sinusitis D. 30 Cals/kg 


VIII. State whether True or false: 


IV. Vitiligo may seen in association with: A. Appearance of colour of mucosa can 


A. Cushing’s disease be a poor guide to the haemoglobin 
B. Addison’s disease level 

C. Aplastic anaemia B. Shoulder-hand syndrome can follow 
D. Pernicious anaemia myocardial infarction. 

^ tee 5 (Dr. М. Hariharasubramanian M.D., Ph.D.) 


| (for answers see page 558) 
E / 
| T Е 
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Bacteria that normally cause disease are 
now being used successfully to transport drugs 
to diseased body tissue in humans. 


Britain's Wellcome research laboratories 
have used genetic engineering to alter the 
make-up of the bacteria so that they no longei 
multiply and cause disease yet retain their 
natural ability to survice in the body and enter 
host tissue. 


* * 


An Odontological laser called ND-YAG, 
can treat caries by matching the laser- 
wavelength to the condition of the decay, con- 
trol the energy in relation to the section 
through an optical fibre and give the section 
1 healed look. 


The ND-YAG does not damage 
neighbouring tissues during operations and 
also enables elimination of the debris through 
absorption. This laser costs about 6,00,000 


* * 


“First National Conference on Geriatrics” 
(Sponsored by Geriatric society of India) will 
be held at Madras on 10th and 11th November 
1990 at HOTEL PARK SHERATON. 

For details contact: 


Prof. V.S. Natarajan M.D., FRCP (Edin.), 
Organising Secretary, 


ж ж 


News and Notes 


For instance, altered Salmonella have been 
used to deliver a vaccine against diarrhoeal 
diseases, and bacteria which infect the respirat- 
ory tract can be used to transport treatment 
for lung diseases such as whooping cough. This 
method has also been used to develop a 
tetanaus vaccine that can be taken orally rather 
than injectéd. 


(The Biochemical Society) 


* * 


Rupees. It saves adot of time (caries could be 
treated within a few minutes instead of several 
sessions of one hour each) and contributes to 
the prevention of caries in children. 


For further information, contact: 


Endo-Technic, 

6, traverse des Hussards, 
13005 Marseille, 

France. 


ж ж 


First National Conference оп Geriatrics, 
Prof. & Head ofthe Department of Geriatric 
Medicine, 


Madras Medical Collage, 
Speciality Block, 

Government General Hospital, 
Madras - 600 003. 


ж ж 


Experimental and histopathological studies suggest that the hippocampus is essential 
for long term memory. Three amnesic patients have been studied by high resolution 
magnetic resonance imaging (Nature 1989; 341; 54-7), which clearly showed o reduction. 
in the area of the hippocampus to half that of normal controls. Considerable skill was 
needed to obtain precise images, but the authors suggest that the technique might be 
used in the diagnosis of Alzheimer's disease where hippocampal damage is prominent. 


* * * 
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* * * * * * 
Heimlich maneuver 


The Heimlich maneuver, an effective noninvasive means of removing оп object that 
is obstructing the airway, may also be a safe, effective method for relieving esophageal 
obstructions. A physician recently reported his experience using the Heimlich maneuver 
to dislodge a candy from the esophagus of his eight-year-old daughter 
(N€ngl. J Med. 1989;320:1016) 


(New York State Journal of Medicine July "89 Volume 89, Number 7) 


* * * * * * 


* * * * * * 
Dapsone in idiopathic throbocytopenic purpura 


Many drugs can raise the platelet count in idiopathic thrombocytopenic purpura (ITP). 
Dapsone is another new drug capable of improving the platelet count in ITP. 


Significant elevation in platelet counts occured when Dapsone was combined with 
steroids or given alone. The increases in platelet counts were of greater magnitude when 
combined with steroids. The combination of Dapsone and steroid appeared more effective 
than either one alone, and may be due to a synergistic effect. The mechanism by which 
Dapsone is effective is unknown; however, it may be by immunosupression of the ITP 
platelet antibody. Dapsone has immunosuppressive action as evidences by inhibition of 
cytotoxicity induced by the myeloperoxidase halide system. 


Dapsone when given by itself, or when ,combined with steroids is another effective 
and useful agent in the management of ITP. 


(HAW. MED. J. JULY’ 89 Vol. 48) 


* * * * * * 


* * * * * * 


In treatment of a Asthma the previous emphasis on bronchodilator theraphy, which 
does not treat the underlying inflammation, may be misplaced. Earlier introduction of 
antiinflammatory agents, such as corticosteroids or cromolyn sodium, is strongly recom- 
mended. Effective supression of air-way inflammation reduces the need for bronchodilator 
therapy and may reduce the morbidity and, perhaps, mortality of asthma. 


(The New England Journal of Medicine Vol. 321 Nov. 30, No. 22) 


* * * * * * 
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dyspeptic nausea an 
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* Selectively blocks 
the peripheral dopa- 
minergic receptors. 
* Improves antro- 
duodenal coordination. 
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The exquisite - SYSPERIDON 








For further details write to: 


- SYSTOPIC Laboratories Pvt. Ltd. 
16/4 Milestone Mathura Road, Faridabad-121002 
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A distinct B-complex therapy 
fortified with lactobacillus, Zinc sulphate, 
Glutamic acid & Vitamin C 


SYSTAVIT 


CAPSULES 


REPLENISHES THE VITAL NUTRIENTS 
RESTORES THE NORMAL G.I. FLORA 





SYSTAVIT 
THE DISTINCT RESTORATIVE TO MEET 
INCREASED PHYSIOLOGICAL DEMANDS OF 
NUTRIENTS IN HYPERMETABOLIC STATES 
PRESENTATION: Strip of 10 Capsules 


For further details, please write to: 


6 SYSTOPIC LABORATORIES PVT. LTD. е 
( 16/4, MATHURA ROAD, FARIDABAD. 
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Special care formulation 
for 
special care patients 





* Superior synergistic action- 
provides prompt & prolonged relief 
* Free from synthetic colours 
and alcohol — 
no untoward side effects 
* Pleasant taste — 
well accepted by children 





| (Salbutamol: 1 mg & Choline Theophyllinate: 50 mg/5 ml) Le 


The very name breathes confidence 
Kopran 











Parijat House, 1076, Dr.E. Moses Road, 
Worli, Bombay-400 018. 








Core is manufacturing High Quality I.V. Fluids using the most sophisticated Filtration 
system and state-of-the-art Aseptic Form-Fill-Seal technology. Its product range 
includes Rehydrating solutions, Electrolyte solutions, special purpose solutions for 
Acidosis, Alkalosis, Burn therapy, Plasma volume expanders, Chemotherapeutic 
Agents like Metronidazole |.V., Invert sugar solutions etc. It has a capacity of 22.5 
million bottles per annum which it expects to further double within a short period. 
Core is committed to provide IV Fluids matching the highest quality standards 
available anywhere in the world. 


FOR FURTHER INFORMATION PLEASE WRITE TO. 
| 4- | CORE PARENTERALS LIMITED 


NARAYAN CHAMBERS, ASHRAM ROAD, AHMEDABAD - 380.009 
Tele. No. 78265, 78266 TELEX : 0121-6694 (CORE IN) GRAM : GROWTH 


